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Dear Mr. Newberry: 

On April12, 2013, a Recertification, Complaint Investigation and State Licensure survey was 
conducted at Life Care Center of Valley View by the Department of Health & Welfare, Bureau of 
Facility Standards to determine if your facility was in compliance with state licensure and federal 
participation requirements for nursing homes participating in the Medicare and/or Medicaid 
programs. This survey found that your facility was not in substantial compliance with Medicare 
and/or Medicaid program participation requirements. This survey found the most serious 
deficiency to be one that comprises a pattern that constitutes no actual harm with potential 
for more than minimal harm that is not immediate jeopardy, as documented on the 
enclosed CMS-2567, whereby significant corrections are required. 

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing 
Medicare and/or Medicaid deficiencies, and a similar State Form listing licensure health 
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and 
state the date when each will be completed. NOTE: The alleged compliance date must be after 
the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to Correct" 
(listed on page 3). Please provide ONLY ONE completion date for each federal and state 
tag in column (XS) Completion Date, to signify when you allege that each tag will be back 
in compliance. W A!VER RENEWALS MAY BE REQUESTED ON THE PLAN OF 
CORRECTION. After each deficiency has been answered and dated, the administrator should 



Collin "Serge" Newberry, Administrator 
April23, 2013 
Page 2 of 4 

sign both Form CMS-2567 and State Form, Statement of Deficiencies and Plan of Correction in 
the spaces provided and return the originals to this office. 

Your Plan of Correction (PoC) for the deficiencies must be submitted by May 6, 2013. Failure 
to submit an acceptable PoC by May 6, 2013, may result in the imposition of civil monetary 
penalties by May 28,2013. 

The components of a Plan of Correction, as required by CMS include: 

• What corrective action( s) will be accomplished for those residents found to have been 
affected by the deficient practice; 

• How you will identifY other residents having the potential to be affected by the same deficient 
practice and what corrective action( s) will be taken; 

• ~What measures will be put in place or what systemic change you will make to ensure that the 
deficient practice does not recur; 

• How the corrective action(s) will be monitored to ensure the deficient practice will not recur, 
i.e., what quality assurance program will be put into place. This monitoring will be reviewed 
at the follow-up survey, as part of the process to verifY that the facility has corrected the 
deficient practice. Monitoring must be documented and retained for the follow-up survey. In 
your Plan of Correction, please be sure to include: 

a. SpecifY by job title who will do the monitoring. It is important that the individual doing 
the monitoring has the appropriate experience and qualifications for the task. The 
monitoring cannot be completed by the individual(s) whose work is under review. 

b. Frequency of the monitoring; i.e., weekly x 4, then q 2 weeks x 4, then monthly x 3. A 
plan for 'random' audits will not be accepted. Initial audits must be more frequent than 
monthly to meet the requirement for the follow-up. 

c. Start date of the audits; 

• Include dates when corrective action will be completed in colunm 5. 

If the facility has not been given an opportunity to correct, the facility must determine the 
date compliance will be achieved. If CMS has issued a letter giving notice of intent to 
implement a denial of payment for new Medicare/Medicaid admissions, consider the 
effective date of the remedy when determining your target date for achieving compliance. 
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• The administrator must sign and date the first page of both the federal survey report, Form 
CMS-2567 and the state licensure survey report, State Form. 

All references to federal regulatory requirements contained in this letter are found in Title 4 2, 
Code of Federal Regulations. 

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS), if your facility has failed to achieve substantial compliance by May 17, 2013 
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay 
the imposition of the enforcement actions recommended (or revised, as appropriate) on May 17, 
2013. A change in the seriousness of the deficiencies on May 17, 2013, may result in a change 
in the remedy. 

The remedy, which will be recommended if substantial compliance has not been achieved by 
May 17, 2013 includes the following: 

Denial of payment for new admissions effective July 12,2013. [42 CFR §488.417(a)] 

If you do not achieve substantial compliance within three (3) months after the last day of the 
survey identifYing noncompliance, the CMS Regional Office and/or State Medicaid Agency must 
deny payments for new admissions. 

We must recommend to the CMS Regional Office and/ or State Medicaid Agency that your 
provider agreement be terminated on October 12, 2013, if substantial compliance is not achieved 
by that time. 

Please note that this notice does not constitute formal notice of imposition of alternative 
remedies or termination of your provider agreement. Should the Centers for Medicare & 
Medicaid Services determine that termination or any other remedy is warranted, it will 
provide you with a separate formal notification of that determination. 

If you believe these deficiencies have been corrected, you may contact Loretta Todd, R.N. or 
Lorene Kayser, L.S.W., Q.M.R.P., Supervisors, Long Term Care, Bureau of Facility Standards, 
3232 Elder Street, Post Office Box 83720, Boise, Idaho, 83720-0036; phone number: (208) 
334-6626; fax number: (208) 364-1888, with your written credible allegation of compliance. If 
you choose and so indicate, the PoC may constitute your allegation of compliance. We may 
accept the written allegation of compliance and presume compliance until substantiated by a 
revisit or other means. In such a case, neither the CMS Regional Office nor the State Medicaid 
Agency will impose the previously recommended remedy, if appropriate. 
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If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will 
recommend that the remedies previously mentioned in this letter be imposed by the CMS 
Regional Office or the State Medicaid Agency beginning on April12, 2013 and continue until 
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid 
Agency may impose a revised remedy(ies ), based on changes in the seriousness of the 
noncompliance at the time of the revisit, if appropriate. 

ln accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies 
through an informal dispute resolution process. To be given such an opportunity, you are 
required to send your written request and all required information as directed in Informational 
Letter #200 1-1 0. Informational Letter #200 1-1 0 can also be found on the Internet at: 

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa 
cilities/tabid/434/Default.aspx 

go to the middle of the page to Information Letters section and click on State and select the 
following: 

• BFS Letters (06/30/11) 

2001-10 Long Term Care Informal Dispute Resolution Process 
2001-10 IDR Request Form 

This request must be received by May 6, 2013. If your request for informal dispute resolution is 
received after May 6, 2013, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to us during the survey. If you have any questions, please 
contact us at (208) 334-6626. 

Sincerely, 

~~J~ 
LORETTA TODD, R.N., Supervisor 
Long Term Care 

LT/dmj 
Enclosures 
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IDENTIFICATION NUMBER· 

135098 

NAME OF PROVIDER OR SUPPLIER 
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PREFIX I 

TAG i 
SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY.' MUST SE PRtCEDED ·sy FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
annual recertification survey of your facility. 

The surveyors conducting the survey were: 

Sherri Case, LSW, QMRP, Team Coordinator 
Linda Kelly, RN 
Arnold Rosling, RN, .. OMRP . 
Amy .Jensen, RN · · 
Lorraine Hutton, RN, QMRP 

Survey Definitions: 

ADL = Activities of Daily Living 
_ADON = As~lstant Director of t~wsing 
AIT =Administrator in fraining 
BIMS =Brief Interview for Mental Status 
BMFR= Behavioral/Intervention Monthy Flow 
Record 
COPD= Chronic Obstructive Pulmonary Disease 
CNA =Certified Nur~e Aide 
DC= ()iscontinue . 
DON = Director of Nursing 
LN = Lic<?nsed Nurse 

· ·.. MG=·MIUigram · ··. · •. 
MAR= Medication Administration Record 
MDS = Minimum Data Set assessment 
POA= Power of Attorney 
PRN= As needed 
RN = Registered Nurse 
SS= Sbcial Services 
TAR =Treatment Record 
UM= Unit Manager 

1 LMSW= Licensed Masters Social Worker 
F 164 i 483.10(e), 483.75(1)(4) PERSONAL 
SS=D I PRIVACY/CONFIDENTIALITY OF RECORDS 

I 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE: 

(X5) 
COMPLETiON 

DATE 

' ~-

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 000 

i 

F 164 

Preparation and /or execution of this plan 
of correction does not constitute admission 
or agreement by the provider of the truth 
ofthe facts alleged or conclusions set forth 
. in the statement of deficiencies. The plan 
of correction is prepared and /or executed 
solely because it is required by the 
provisions of federal and state law. 

I. :·~ .•. .,·., 

. 

: .. 

LABORA:ORY DIRECT7R'S 10~ P,ROVJDE~SUPPLl~y.fPRE~~NTATIVE'S SIGNATURE 

. ulYA!V'. ~ r {Mrr l-· .. 

TITLE 

Z::~~ ·I·N<. "\) .·~ 
{X6} DATE 

.;i/2.'4 f t> 
Any deficiency statement ending with an aste~isk (*) denotes a deficGcy which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of suNey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event 10: Q65K11 Facility 10: MDS00181 0 If continuation sheet Page 1 of 59 
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F 164' Continued From page 1 
The resident has the right to personal privacy and 
confidentiality of his or her personal and clinical 
records. 

Personal privacy includes accommodations, 
medical treatment, written and telephone 
communications, personal. care, visits, a'nd 
meetings of family and resident groups, but this · 
does not requ,ire the facility to provide a private 
room for each' resident 

Except as provided in paragraph (e)(3) of this 
section, the 'resident may. approve or refuse the 
relea?e of per.sonal a}1d clfnical records to any 
individual putside tbe facility. · 

The resident's rig~t to refuse release of.personal 
and clinical records does not apply when the 
resident is transferred to another health care 
institution; or record release is 'required by law. 

The fa.cility must keep confidential all information 
contained .i.n the ,resident's_ record:;, regardless of 
the form or storage methods, except when · ·· 
release is required by tra'nsfer to another 
heplt(Jcare.i}1Stitution; law; third party .payment 
contract;· or the resideni. 

This REQUIREMENT is not met as evidenced 
by: 
Based on the group interview with surveyors, it 

was determined the facility failed to ensure 
residents' were afforded privacy during care and 
treatments. This was true for 1 of 15 sample 
residents (#12) when blood glucose (BG) checks 
were done and subcutaneous (SQ) injections 
were administered to the resident in public areas 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIV:E AtTlON SHOUtD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Corrective Action for Specific Residents 
and other Residents 

Residents #12 Blood Glucose Checks 
(BGC) and insulin are being administered 
in a private area. 

Other Residents Affected 
Any resident with BGC's or insulin. 
injections may be'affected by this practice. 

What mea.sures· will be put int~ 
·place/systemi~ changes to preveni · 
recurrence 

In-service n.ursing staff to .ehs).lfe ~;Lll 
residents get their BGC's and ins;.iin 

. injectiOns "iri .a private setting. . . 

·Monitoring ·to ensure deficiency does not 
recur 

Nurse managers will ensure compliance by 
.monitoring that BGC's and insulin 
injectio_ns are done in a private stttting._ 

Audit BGC's and Insulin injections: 
Ob§erveUcimsed·Nurses (LN) BGC's and 
insulin injections are performed in private 
settings. 

• 2x weekly q8 weeks; 
• Then I x month x2 months. 

DNS io bring results of audit to QAPI 
meeting. Ongoing audits to be scheduled 
based on formulated trends. 

Date of Compliance: 5/17/2013 

. 

(XS) 
COMPLETION 

. DATE 

Audits to 
begin· .. '· · 

5/17/13 

· .. 
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of the facility. The failed practice created the 
potential for a negative effect on the resident's 
psychosocial well-being related to the need for 
privacy. Findings included: 

Resident #12 was admitted to the facility on 
4/8111 with several diagnoses, including diabetes 
mellitus (DM). 

The'residenfs recapitulation ofPhysician Orders 
for March and April 2013 included ordC>rs for BG 
checks twice daily and Novolog insulin by SQ 
injection twice dafly, both for DM. Th~ BG check· 
order.w.as date.d 6/19/.12 and tbe Novolog insulin 
order was 'dated 5116112.' . . . 

. · The resident's Diabetic Administriltion Records 
(DAR) for March and April 2013 also included the 
aforementioned BG checks and insulin orders. 
The DAR documented BG checks were done and 
the insulin was administered twice daily during 
March and in April from 411 through 4/12 at 7:30 
a.m. 

A Group Interview with 7 residents and·2 
!5lirveyors was- (Xlnducted on·April·.9; 201-3 from 
10:45 a.m. to 11:30 a.m. When asked about 
privacy during care and treatments, 1 of 7 
residents reported that Resident #12's BG checks 
were done and injections administered· 
"sometimes" when Resident #12 was by the 
Nurses' Station. The resident stated, "Sometimes 
[Resident #12] gets her glucose checked by the 
Nurses' Station and she gets her insulin right 
there too. But a nurse supervises that." 

On 4111113 at 3:30 p.m., the Administrator and 
DNS were informed of the issue. However, the 

FORM CMS-2567(02-99) Previous Versions Obsolete Event IO:Q65K11 

. ~·- .. -·~ . 

(X2) MULTIPLE CONSTRUCTION 

A-BUILDING---------

B. WING 

ST~~ET ADDRESS, en)', ?TATE, ZIP. CODE 

1130 NORTH ALLUMBAUGH STREET 

BOISE, ID 83704 

PRINTED 04/23/2013 
FORM APPROVED 

. OMB 'No·· 0938-0391 
(X3) DATE SURVEY 

. COMPLETED 

c 
.. 0411212013 

ID 
PREFIX·. : 

· PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTIGN SHOULD BE . 

(X5) 
COMPLETION 

DATE TAG 

F 164! 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

• 

Fac!hty 10: MDS001810 If continuation sheet Page 3 of 59 



DEPAHTMENT OF HEALTH AND HUMAN SERVICES 
.. CENfERS FOR MEDICARE & MEDICAID' SERVICES 
STA~EMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

. (X:1) P.ROVlOER/SUPPUER/CL!A 
IDENTIFICATION NUMBER 

135098 

LIFE CARE G!ONTER OF V~LLEY VIEW 

(X4) 10 T SUMMARY STATEMENT OF DEFICIENCIES 
. PREFIX (EACH DEFICII;NCY MUST BE PRECEDEQ BY FULL 

TAG I REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 164 i Continued From page 3 

facility did not provide any other information or 
documentation that resolved the issue. 

F 250 483.15(g)(1) PROVISION OF MEDICALLY 
SS=D RELATED SOCIAL SERVICE 

The facility must provide medically-related social 
services to attain or maintain the highest 
practicable physical, mental, and psychosocial 

_ . . . well-being [)f e;ecb resident. 

This REQUIREMENT is not. met as evidenced 
by: .. . . ..... 
Based on obserl'lation, staff interview·and record 
~eview; it was determined the facility did.hot. 
'ensure behavioral or medically-related social 
services were provided to meet residents' 
individual needs for 2 of 11 sampled residents (#5 
and #9). This failed practice had the potential to 
cause avoidable decline in physical, mental and 
psychosocial well-being. Findings include: 

1 .. Resideni#5 was ~dmitted to the facilitY on 
11/01/1{ with multiple· diagnoseS' (dx) including: 

· · ·.dementia, anxiety dis0rder, and dep,res>:;ion. · ... 

Resident #5's 10130/12 significant change MDS, 
coded moderately impaired cognitive skills, 
inattention continuously present and did not 
fluctuate, easily distracted, out of touch, and 
difficulty following what was said. Additionally, the 
MDS coded 2-6 days of trouble falling or staying 
asleep, or sleeping too much during the previous 
two weeks. 

Resident #5's Mood Care Plan, dated 10/30112, 
included the following problem: potential for 
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(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REI=ERENCED TO THE APPROPRIATE 

DEFICIENCY) 

F250 

Corrective Action for Specific Residents 
and other Residents 

Resident #5 is being provided behavioral 
and medically related social services to 
meet reSident's needs. 

Resident #9 care plan has been updated to 
include:specific non-phannacological 
interveQ.tions an~ inQividua:lized-.to include 
sP~cific behaviors. 

Other Residents Affected 

Other residents with .behaviDrs will be 
provided behavioral and medically related 
socia-l s6rvices and non pharrllacologic<il 
interveniions specific. to theiT needs. 

What measures will be put into 
place/systemic changes to prevent 
recurrence 

ln-sen.r.ic~ social services-to be.actively 
involved with residents with behaviors and 
document appropriate interactions. to 

· develbjni behavior' care plan· with 
individualized specific behavior 
interventions as needed and communicate 
with families and identify supportive 
services as indicated. 

Lic~nsed social Worker £ilso i~-serviced on 
effective communication with C.N.A. 's to 
ensure appropriate non-phmmacological 
interventions are put in place. 

In-service staff to document any new 
behaviors on the 24-hour report. 

i (XS) 
COMPLETION 

Ol'I.TE . 

Facility 10: MD$001810 If continuation sheet Page 4 of 59 



DEPA~TMEN} O_F HEALTI_-l AND HUMAN, SERVICES. 
''CENTERS "OR MEDrCARE & MEDICAID SERVICES 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PRO\tiDER/SUPPLif::R/CUA- · 
IDENTIFICATION NUMBER 

135098 

NAME OF f>ROVIDER OR SUPPLIER 

. . . 
LIFE CARE CENTER OF VALLEY VIEW 

(X4) 10 j 
PREFIX :· 

TAG 

SUMMARY STATI;MENT OF DEfiCIENCIES 
"(EACH DEFICIENCY MUST BE PRECEDED ·sy FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 250 Continued From page 4 

alteration in mood; dx of depression and 
dementia. The following approaches were 
documented for depression and dementia• 
Anti-depressant per MD order, monitor for 
effectiveness, notify MD of apparent changes, 
IDT (interdisciplinary Team) to review quarterly 
and PRN (as needed), offer empathy during 
encounters and validate· her feeling as· she 
expresses them. .. 

NOTE• Review of the Care Plan, dated 10/30112, 
documented a·hand written DC (discontinue) for 
the anti-depressant, .but did not docl!rnent a date . 
for the .DC .. An addition.al hand writt_.,n note 
doc'ume8ted anti-depr_essant restarted an 
3i2P/13. 

Resident #5's Mood Care Plan, dated 1/07/13, 
included the following problem• "Res [ident] [with] 
agitation yells out constantly." Her Mood Care 
Plan was not revised until 2106/13, revisions 
included the fo,lloY!fing appro.aGhe$• Sl"ep mo_niior, 
m·usic tberapy, remove from siirnuli e·nvirohment,. 
rest periods [between] meals prn, eat ou't af 
nurses station· p; m. 
. . ·. · .. . . 

Residenl#5's Mood Care Plan, dated 3/07 d 3, 
included the following problern: [increased] 
agitation calls out continuously. POA refuses 
[treatiment with] pharmacological approach. 

Resident #5's BMFR (Behavior Monthly Flow 
Record), dated March 2013 identified the 
following behaviors: 
( 1) signs and symptoms of anxiety• calling out 
repetitively and 
(2) signs and symptoms of anxiety• restlessness, 
agitation or anxious concerns 
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• ix weekly q8 weeks 
.. •· lx monthly q2 months 

Audit: Unit Managers or SDC will 
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intetVentiGns. ·. ·· · f 
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• · 2x/wee.k qS weeks .. 
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ED and DNS to bring results of audit to 
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scheduled based o!' ~onn_ulat~d trends. 
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.... 

The resident's BMFR, required each shift 
document the number of behavioral episodes. 
interventions, outcomes, and side effects that 
occurred on their shift. The BMFR documented 
behaviors were continuously observed by one or 
more shifts every day for the month of Marcr1 
2013. 

Resident #5's_qS (Sgcial Servic;e.) note? 
documented.the following: . . 
*·11/01/12, documented, "LMSWmet briefly with· 
residenL. she· was very artxious and rambling 
non-sensically." · 
* 11i05/12, !'locumented, "Resident is c_alling out· 
and.anxious, stating, 'she does not feel good.' 
She is ·unable to tell me what is .wrong just that 
."she dbes not feel good.' She is perseverating·ori 
everyone who walks by her door and calling out 
for them to come talk to her." 
*11/11/12, documented, " ... Resident is alert with 
confusion. She is calm and pleasant at the 
. rnoment of in!ervie~ h~ev.w r~ports from 
nursing staff ihat she continues to h·ave behaviors 

. of ¢ailing out." . . . 
·* 03/21113, d'ocumented, " ... Resident#5·is 

· · ecintinually oallin·g e>ut anrli'fa& begun to f)et · 
aggressive and. abusive with staff." 

NOTE: SS notes dated 11/01/12 through 3/21113, 
did not document SS was actively involved in 
Resident #5's care, to include development of a 
behavior plan, communication with family, and 
identifying support services to address Resident's 
individual needs. 

On 4/11/13 at 10 a.m. the DON was interviewed 
I about SS involvement with Resident #5's family 
I members and behavioral plan. She stated 
I 
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"Second Floor Unit Manager has been involved 
with POA. SS has not been involved with POA 
specifically as the POA has had a good rapport 
with UM #2." 

4/11113 at 1:55 p.m. SS and DON were. 
interviewed and asked the following questions: 

~How does )he facility implement SS interventions. 
: 'to assiSt the.resich;mt in.meetiriQ. tri3-atinerit goals. 

and·hqs ss·established and maintained a 
relationship with resident's family or legal 
representative? SS stat<')d,"With Resident #5 it is 
diffic:~lt. After .1 met with the Ombuds.man · 
regarding POA's refusals to allow any 
medications td relieve her distresS and agitation 
the POA woulcrn·ci longer speiik to me." 
*How does·ss monitor Resident's.progress in 
improving physical, mental, and psychological· 
functioning? SS stated, "Behavior meeting once a 
week, alert charting, and dementia training for 
staff mqRthly.qnd apny~lly." ... · .. · 
'How does the Car<: Plan lir\k goals. to 
psychological functioning and resident's 
well:being? 
SS· stat('d;''The ·iRdiviqual's Care. Plan .need~ tq be 
specific to her needs. We will work towards that 
as it is vague." 
*What has SS done to address resident's 
behavioral symptoms? SS stated they discuss 
Resident #5 in their weekly behavior meetings or 
she contacts the Ombudsman. She also stated 
that she has not been involved in developing a 
Behavioral Care Plan or a treatment plan to assist 
with Resident #5's individual needs. 

04/11/13 at 3:30p.m. the Administrator was 
notified. No additional information was provided. 
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2. Resident #9 was admitted to the facility on 
10/29/07 with diagnoses that included vertigo. 
abdominal pain, obsessive compulsive disorder, 
macular degeneration, and retention of urine. 
Resident #9's primary source of nutrition was 
received through tube a feeding. 

Resident #9's .most recent quarterly Mi)s 
-assessment documented she required physical · 
assistance for personal hygiene and toileting. 
Resident #9 was assessed to be cognitively 
intaci. . ·. .. . ... 

.. . 
The resident's -4/13 Physician Orders 
(recapitulation) 1ncluded an order for Zyprexa: 5· · 
mg at bedtime for obsessive-compulsive disorder. 

Resident #9's Psychosocial Care Plan (CP), 
dated 1012109, included in the "Goals" section· 
;·Mood ~n_d be:hqVi_9r incjic;atqrs will .be rt]in_imize. 
(sic) o"vet the next 90 days."The :'Approach" . 
section docunierited.the use of medieation, to 
notify the physician of apparenf changes in mood 
and to monitor behavio"rs. The "Anxiety" section­
ofthe CP, dated 1012110, identifi<;!d anxiety and 
chronic obsession related to bowels and gas 
fixation. The approach section included 
medication as ordered and to monitor the hours 
of sleep. The approach sections did not identify 
nonpharmalogical interventions to address the 
behaviors. 

The Behavior/Intervention Monthly Flow Record 
(BIMFR) included in the behavior section 

1 "delusional thoughts continually focusing on 
I bodily functions." The form included standard 

FORM CMS-2567(02-99} Previous Versions Obsolete Event ID:Q65K11 

.... 

(X2} MUl._TIPL_E CONSTRUCTlON 

A BUILDING ________ _ 

8_ WING 

StREET ADDRESS, CITY, STATE, ZIP_ CODE 

. 11~0 NORTH ALLUMBAUGH STREET 

.BOISE; ID B3704 .. 

PRINTED: 04/2372013 
FORM APPROVED . · 

OMB NO OS38-0391· 
{:>;:3) DATE SURVEY 

COMf?LETED 

c 
04/12/2013 

10 i PROVIDER'S PLAN OF COR.REC_TION ! [XS) 
PREFIX l · 

TAG I 

. 
F 250 

• (EACH CORReCTIVE ACTION SHOULD BE 
CROSS-REF'ERENCED 16 THE APPROPRIATE 

DEFICIENCY) 

.. .. . :: . 

COMPLETION 
DATE 

Facility 10: MDS001810 If continuation sheet Page 8 of 59 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
'CENTERS FOR MEDICARE & MEDICAID SERVICES 
STATEMENT OF DEFICIENCIES 
AND·PLAN OF CORRECTION 

(X1) PR6ViDERJSUPPLIER/CLIA · 
IDENTiFICATION NUMBCR 

13~098 

. NAME OF PR.OVIDf:R OR SUPPLIER 

LIFE CARE CENTER.OF VALLEY VIEW 

(X4) 10 
PREFIX 

TAG 

' 

'. 
SUMMARY STATEMENT OF DEFICIENCIES 

(EACH· DEFICIENCY MUST BE PR~CEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 250 Continued From page 8 

intervention codes such as redirection, 1 on 1, 
toilet, give food or fluids etc. The interventions did 
not include specific interventions for Resident #9. 

When·asked, on 4/11/1.3 at 1:25 p.m., what 
behaviors were displayed and )low they were 
addressed LN #8 stated Reside11t #9 focused on 
body functions and the nurse would record the. 
behavior. · 

At 1:30 p·:m. on 4/1j/13, .CNA #8 st01ted the 
resident focused on body functions. CNA stated 
the beh.avior was adoressed by telling the nurse. 

At approximately 1:40 p.m:,.CNA#.7 stated. the 
fe.sident was obsessive about badl!Y functions, 
CNA #7 stated .the information wcilild· be reported 
to the nurse and then the CNA would go back and 
tell the resident what the nurse said. The CNA 
clarified the resident was told the nurse would 
bring a pain pill or the resident's feeding tube was 

• justc;[lecked... . . . . .. 

On 4/11/13 at 3:30 ·p:m:, the Administrator, DON, 
ADON, Nurse Consultant, and AIT were informed 
that the CNA's. interviewed. diet not identify_ the. 
interventions listed on the BIMFR. The facility 
provided no further information. 

F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO 
SS=E PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
incompetent or otherwise found to be 
incapacitated under the laws of the State, to 
participate in planning care and treatment or 
changes in care and treatment. 

A comprehensive care plan must be developed 
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within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, ·and other appropriate staff in 
disciplines as determined by the residen(s needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; .anp periodically r(!viewed 
and 'revised by a teqm of <qualified persons after 
each assessment. . 

This RE;QUIREMENT is ·not met as evidenced 
by: .. ' 
Based on record review, staff·interview, and 

observation, the facility failed to ensure that care 
plans were revised to address residents' current 
status and issues. This was true for 4 of 16 

... sampled residents (#s 2, 5, 7-•.. & 16). Thr= la~k of... 
reiiiseci care plans. had the potential to affe.ct c<ire 
provided to the residents because care plans did 
not give currenUaccurate instructions and/or 
interventions for ·staff to follow tq me.et ·identiijed 
needs. Findings include: 

1. Resident#16 was admitted to the facility on 
3/16/12, with diagnoses including Alzheimer's 
Disease, hypothyroidism, depression, anemia, 
atrial fibrillation, and restless legs syndrome. 

The resident's quarterly MDS.assessment, dated 
6/21/12, coded the resident was at risk for skin 
breakdown. 

Resident #16's Care Plan, generated on 6/21/12, 
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What measures will be put into 
place/systemic changes to prevent 
recurrence 

In-service IDT and LN and MDS nurses on 
ensuring accuracy of care plans. 

In-service staff to report and write on 24 
hour report regarding residents who throw 
food on the floor or other socially 
inappropriate behaviors. 
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documented a problem of "Potential for 
impairment of skin integrity [related to] 
incontinence, requires assistance with mobility." 
The problel)l onset date was 3/16/12 and the 
interventions included: 
* "Weekly skin assessment" 
*"Assist to toilet every 2 hours and prn [as 
needed]. One assist with toileting needs." 
* "P.erineal care after. each incontinence and 
apply tia:rier cream · ··, · · · .. 

The resident's Weekly Skin ·lnte"grity Data· 
Collection form documented redness of the 
b~ttoc~s and/.or perineal. areas on.S/23112, 
.6/20/1'2, 6/27112: 711 0/12, 7117112, 7/24112 .. 
7/31112, and 8/7112. · 

A FAX sent by th·e facility to the resident's 
physician, dated 6113/12, documented, 
"Increased redness and some blistering to 
periarea and inner thighs." A second FAX sent to 
the re~ident's physician. on 6/.18112, also reported 
a, "very :.ed.peri area." .. 

The resident's physician's orders, dated 6118/12 
tbrough 8/6)12·, dbcumented treatment orl'ier$ .for .. 
the resident's redness and excoriation in the · 
periarea and perianaVbuttocks area which 
worsened after the resident developed a C-Diff 
infection with diarrhea: 
* 6118112 - "Nystatin Powder to affected areas 
[every] shift then prn [as needed] when healed." 
* 7/20/12- "Culture for C-D iff' 
* 7/23/12- "Fiagyl 500 [milligrams] BID [Twice per 
day] for 7 days ... Isolation precautions per facility 
protocol." 
* 8/4112- "Vancomycin (oral) 1 [gram] daily [for] 7 
days. Keep perineal and perianal areas clean ... 
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accuracy and that specific, individualized 
·interventions are in place:- . . . 

• monthly q4·months ·· 
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scheduled based on formulated trends. 
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and open to air as much as possible." Note: 
related physician's progress notes dated 814112, 
documented," ... accompanied by daughter who 
is significantly concerned re: perineal [and] 
perirectal area. [Resident] has had· rec~rrent 
diarrhea [and] C-diff." 
* 8/4/12- "Cleanse peri-area [and] ... [with] soap 
and water Bl D until clear." 
* 8/6/12 - "Calmoseptine to buttocks/peri<;lrea 
aft.er each incontinent episode.'': · · ' ' 
'816/12·-·"J\pply ultra .dry cloth)n .folds, ch.ange 
twice daily and prn." · 
* 8110112- "Lidocaine cream 4% mix with 
~quaphor to rectal area' with e.ach incontinent 
episode .. .': · · · . 

The resident's 6/21/12 Caf.e .Plan was rrever 
revised to address the perineal and perirectal skin 
issues the resident experienced between 6/13/12 
and her discharge from the facility on 8/10/13. 
The Care Plan was not updated to refiect: 
*The need to assess, document, and monitor the 
condition (611 :?112).' . . . . . . . • . 

. *To use the Nystatin Powder on ihe affected .• 
areas [every] shift then (6118/12) prn. 
*.Keep,Jhe perineal-ar)d perianal area.clean ... arrd 
open to air as much as possible (8i4/i 2). 
*Cleanse peri-area [and] ... [with] soap and water 
BID until clear (8/4/12). 
* Calmoseptine to buttockslperiarea after each 
incontinent episode (816112). 
*Apply ultra dry cloth in folds, change twice daily 
and prn (8/6/12) 

On 4/11112 at 8:50am, the DON was interviewed 
regarding Resident #16's skin condition in June 
2012 through August 2012. During the interview, 
the DON was asked about the lack of care 
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planning. The DON stated she would review the 
chart and provide any additional documentation 
or information she found. The DON/facility was 
unable to provide additional documentation or 
information that-resolved the c;oncerns. 

2 .. Resident #2 was admitted to. the facility, on ' 
719/07, with diagnoses of late effect 
cerebrovascular qysphasia, diabetes mellitus type . 
II, dementia with behavior disturbance," psych.osis > . 
and depressive cjisorder. · · i· 

The most recent quarterly MDS, dated .1214112, 
documented the. resident. 
* had short ierni memory.problems, .. 
*·had severely impaired decision making skills, 
*'required extensive ·assisiance of one t6 two staff 
for transfers, dressing, toilet use, personal 
hygiene and bathing. 
*was always incontinent of urine. 

The·resident Wa$ observed on 419113 to only get . 
a·liquid'and de~sertdelivered \o him fqr.dinner. 
The RD w~s ·asked. 411Di1 :i at~ o a.m:'why thie 
resident did not receive "Finger foods" as 
identified in the.2/27112 ~ufrition care plan .. The 
RD stated that the resident only received what he 
asks for because if he received anything else he 
threw his tray on the floor. The RD indicated that 
the care plan should have the finger food 
removed and the behavior of throwing food on the 
floor added to the care plan. No further 
information was provided. 

3. Resident #4 was admitted to the facility on 
10112112 with diagnoses of intracranial 
hemorrhage, altered mental status, dementia and 
depressive disorder. 
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The most recent quarterly MDS, dated 1115/13, 
documented the resident: 
* had short and long term memory problems, 
*was severely impairedin.decision making skills, 
* required extensive 9_ssistance of one to tvvo staff 
for transfers, dressing, toileting, person.al hygiene 
and bathing. 

The resident's care plan ·had a problem added on 
1/2211'3 that.pocumented, "At times. will not allow. 
staff to take ou! of merry wa.lker for meals and 
q2hrs [e\(ery,2hours] when agitated." The care 
plan was not changed whe~ the.merry walker was 
discontinued. 

·.· . .. 
The DON and· consultant were 'inteNiewed on .. 
4/11/13 at 10:00 a.m. and indicated the merry 
walker had been discontinued and the care plan 
should have been revised. 
4. Resident #7 was admitted to the facility on 
10/1.9/99 with dii3gn.oses which .included .CVA 

.. (cerebro)lascular accid~nt),'hypertensfon, I)Ti. 
{urim:ir)/infection) and sepsis·. · 
a. Resident#7's, 2/11113 MDS assessment 

·.d,ocumented mocjerate cognitive impairment and. 

I 
the resident required supeNision and setup heip 
only for eating. 

1 Attached to Resident #7's Care Plan was a 

I
I "Feeding Guidelines for (Resident Name)". The 

Feeding Guidelines (FG) documented the 

I 
resident was to eat and drink separately and was 
to have nectar thick liquids. 
During the breakfast obseNation, on 4/9/13 at 
8:45 a.m. Resident #7 was obseNed to have thin 
liquids and to be eating without supeNision. The ' 
Activities Director (AD) was assisting residents by 
bringing their breakfast trays to the table. The AD I 
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stated Resident #7 no longer required thickened 
liquids or close supervision while eating. 
On 4110113 at 9:00am the RD stated the FG 
document should have been "pulled" from the 
Care Plan. · 
b. The resident's 10/29109 Care Plan for Self 
Deficit Care included the resident was to wear a 
right ankle foot orthotic (AFO) whe~ he was out of 
bed. · 
On 4/8113 af 12:46 p.m.; after lunch, CNAs #11 
·and #12 were obser.ved transferring Resident #7· 
fr0m his. wheelchair .to his bed. The resident did 
not have an AFO on. 
On.4111/12 at 9:20a.m. the DON stated the AFO 
had been discortinued because th<;> resident 
refused to wear it. The· care plan had not been 
Opdate·d ·· · · · · 

483.20(k)(3)(i) SERVICES PROVIDED MEET 
PROFESSIONAL STANDARDS 

The services provided or arranged by the facility 
must. [lleet professional standards of quality. 

This REQUIREMENT is not met as evidenced· 
by: .. .. 
·Based on observation, staff interview, and record 
review, it was determined the facility fai1ed to 
ensure staff adhered to professional standards of 
care. This was true for 2 of 11 sample residents 
(#s 1 and 1 0) and 1 of 1 random residents (#19) 
when: 
a) The central, or middle, of Resident #1 's 
fingertip was stuck to obtain a blood drop for a 
blood glucose (BG) check. The failed practice 
created the potential for the resident to 
experience increased discomfort. 
b) Resident #10's lung sounds, pulse, and pulse 
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oximetry level were not assessed before 
administration of a PRN (as needed) nebulizer 
breathing treatment Also, the resident's lung 
sounds were not assessed after the treatment 
Without a complete assessmerrt (lung ·sound 
assessments before and after the nebulizer 
treatment and' pulse and pulse oximetery 
monitoring prior to the treatment) the efficacy of 
the DuoNeb nebulizer was not monitored and 
placed the .resident ai rfs~. for an unnecessary 
medicatjon. · 
c) Resident #19's proton pump inhibitor (PPI) 
medication was administered right after bre;akfast 
rather than before .the meaL This fail~re created 
the potentia] for the resident to experience less 
thEm optimal conlroi of gastric acidity .. Findings 
included: · · · · 

1. Note: Clinical Nursing Skills. 7th edition, 2010, 
by Perry and Potter, pages 1155 and 1156, state, 
" ... 9 Choose puncture site. Puncture site should 
be VJ'lscular. In adult, select lateral sidf' of finger; 
be sur~ to avoid central tip of finger,_ which has 
more.dense nerve sUpply . .. .'! . · . 

Note:. Lippincott Manual of Nursing Practice, nioth 
edition, 2010, by Lippincott, Wiiiiams and 
Wilkins, page 947, state, "Blood Glucose 
Monitoring Technique ... Nursing Action .. .Prick the 
patient's finger lateral to the fingertip using 
lancet/lancing device ... [Rationale] This avoids 
the most sensitive area of the fingertip ... " 

On 419113 at 4:25p.m., during a BG check­
observation, LN #4 stuck the lancing device in the 
middle (or ball) of the tip of Resident #1 's left 
middle finger to obtain blood for the test 
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Corrective Action for Specific Residents 
and other Residents 
Resident# 1 professional standards of 
practice is being met by checking BG on 
lateral side of finger. 

Resident # i 0 lung sounds, pulse, pulse 
oxi~etry are being checked before pm 
nebulizer treatments are given and lung 
sounds are being checked -after prn 
nebulizer treatments: 

Resident #19: PPI given prior to breakfast 
on empty stoma9h at ?am. 

Other Residents Affected· 

(XS) 
C.OMPLET!ON • 

DATE 

· Other residents who get BGC's, nebulizers· . .·. · 
or PPI's could be affected and'will have 
their BGC taken on lateral aspect of finger. 
Lung sounds, pulse, pulse oximetry will be 
checked prior to prn nebulizer treatment 
and lung sounds after prn nebulizer 

· treatment. ·. · · 

Other Resident's who tOke PPI will be 
.given prior to breakfast, on an empty 
stomach at ?am. 

What measures will be put into 
place/systemic changes to prevent 
recurrence 

In-service: Nursing staff to ensure PPI's 
are given prior to breakfast, on an empty · 
stomach, at 7:00am. BGC's are done on 
lateral aspect of finger and lung sounds, 
pulse and pulse ,oximetry are done prior to 
[nebulizer treatment and lung sounds after 
nebulizer treatment. 
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Immediately afterward, when asked about the 
location of the fingerstick, LN lt4 pointed to the 
ball of the resident's left middle fingertip and 
confirmed she had done the fingerstick there. 
Wh@ informed the centr.al tip of the fingers are 
more sensitive than the lateral aspect ancf 
fingersticks to the ball of the fingertip may cause 
increased discomfort for the resident, the LN 
express.ed appreciatiol\. 

On 4/11/13 at 3:30 p.m., the Administrator· and· 
DNS were informed of the issue. No.other · .. 
information or documentation was received from 

I the facility. . . . 

. i 2. Note: Perry and Potte[,Ciinical nursing ski)ls·& 
· .1 'techniques, ·2o·1 o, 7th edition.· page· 562 state·s. · · 
I "Patients who receive drugs by inhalation 
frequently suffer from chronic lung disease. 
Drugs administered by inhalation provide control 
of airway hyperactivity or constriction ... " Step 4 of 
Administering Nebulized Mediciltions states, 
''Assess pulse, respirations,.breath sounds, .rulse 
oximetry, and peak flow measurement (if · 
ordered) before beginning treatment." The 

.-rationale states, "Establishes a baseline for 
comparison during and after treatment." 

Note: Lippincott Manual of Nursing Practice, ninth 
edition, 2010, by Lippincott, Williams and 
Wilkins, page 240, state, "Administering 
Nebulizer Therapy ... Procedure ... Nursing Action 
1. Auscultate breath sounds, monitor the heart 
rate before and after the treatment for patients 
using bronchodilator drugs. Rationale 1. 
Bronchodilators may cause tachycardia [fast 
heart rate], palpitations, dizziness, nausea, or 
nervousness." 
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Monitoring to ensure deficiency does not 
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Nurse managers to do med pass audits to 
ensure PPI's are given. prim: to breakfast, 
on an empty stomach, at 7:00am: 

• 2x weekly q8 weeks 
• I x monthly q2 months 

:Nurse manager fo do rned pa~s audit to 
ensure BGC's are done on lateral aspect · 
of finger and lung sounds, pulse, pulse 
oximetry prior to pm nebulizer treatment 
and-lung sounds after pm nebii)izer 
treatment: 

·.· 

• 2x weekly qS weeks 
• lx monthly q2 months 

ED and DNS to bring results of audit to 
QAPI meeting. Ongoing audits to be 

· scheduled based on formul;~ted. trends .. 

Date of Compliance: 5/17/2013 . •. . 
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Facility 10: MDSD01810 If continuation sheet Page 17 of 59 



DEPARTMENT OF HEI'.LTH·AND HUMAN SERVICES 
CeNTERS FOR MEDICARE & MFDICAID SERVICEs· 

STATEMENT. OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1). PROVIDER/SUPPLIER/CLIA 
. !DENTIFICATIQN NUMBER 

·135098 

NAME OF PROVIDER OR SUPPLI~R 

LIFE CARE. CENTER OF VALLEY VIEW 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY. FtJLL 

REGULATORY OR LSC IDENT!FYING INrORMATION) 

F 281 Continued From page 17 

Resident #1 0 was admitted to the facility on 
1/30/13 with multiple diagnoses which Included 
quadriplegia, tracheostomy. unspecified late 
effects of-ceretirovascular disease, and 
dysphagia (difficulty swallowing) 

A recapitulation.of the resident's Physician Orders 
for Apri12013 incfuded a 1/30/1.3 order for 
''Duoneb [sic] treatment" inhaled every 4hours 
PRN" for acute respiratory failure. · 

Resident #1 D's Care Plan· identified the problem, 
"[low] oxygen saturation at tirT]es post [aftw]. . 
trach removal'• on 4/8/13. Interventions include_d, 
"02 [oxygen] 0-2 liters [per minute] to 'maintain · 

. Sats [safuraticiri levels] 90%: Encourage cough, 
·deep breathing. Monitor.lung sounds. Monitor 02 
Sats each shift, PRN." The care plan did not 
include anything about nebulizer treatments . 

. On 4/8/13 at 2:20p.m., during a m_edication pass 
obseNation, LN #2 did not auscultate Resident 
#1 o·; lung sounds o'r check the resident's pulse 
or pulse oximetry level before she administered a 
-PRN Duo Neb (a combination .of ;z bconchodilator 
medications, albuterol arid ipratropruim) breathing 
treatment to the resident. After the nebulizer 
treatment, the LN did monitor the resident's pulse 
oximetry and heart rate; however, again she did 
not ausculate the residenrs lung sounds. 

On 4/11/13 at 3:30 p.m., the Administrator and 

1 

DNS were informed of the obseNation and 

I

, concern. However, no other information or 
documentation was received from the facility. 

13- During a medication pass observation on 
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4/8/13 at 9:00 am, LN #4 administered 
omeprazole by mouth to Resident #19 LN #4 
stated the resident had finished her breakfast 
meal around 8:30am. 

Federal guitlelines iss.ue~ through letter 
S&C:13-02-NH on November 2, 2012 
documented, "PPis [Proton Pump Inhibitors] such 
as lansoprazol~ (Prevacid} an_d omeprazole . 
(Prilose.C), are routinely_ used in nursing.homes· 
settings. For optimal therapeutic benefit, mosr 
PPis should be adminis-tered ·on an empty 
stom;3ch, ideally 30- 60 minutes before eating. 
The ration<jle -is that in orde_r for the medication-to 
provide the maximum benefit it needs to be 
present in the syste.m before food actfv_ates the 
Elcid pump .so ihat the peak concentration of PPt ·· · 
will coincide with maximal acid secretion... " 

The Nursing 2013 Drug Handbook (NOH 2013), 
page 1011, under the drug omeprazole, 
doc~mented, "(:;iv<;> drug at least 1 hour b<efore 
meals." The.NDH _2013 docu_mented the onset 
time for the drug to start working was 1 hour, the 
peak time 30 minutes to 2 hours, and half-life was 
30 - 6Q. minutes. .. 

Resident #19's April 2013 Physician Orders 
(Recapitulation) listed, "Omeprazole 20 mg po 
daily for esophageal refiux." The April 2013 
Physician's Orders listed 7:00 as the 
administration time. In addition, the April 2013 
MAR also listed the administration time as 7:00 
am. 

LN #4 was interviewed immediately after she 
administered the omeprazole and asked about 
the 9:00 am administration time. The LN stated 
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that they had spoken with the Pharmacist who 
said that a later administration time would not 
affect the effectiveness of the medication. LN #4 
later, on 4/10/13 at 10:00 am, recanted her 
statement saying that she might have . 
misunderstood the pharmacist, "He- may have 
been talking about another drug." 

On 4/11/1;3 at-8:50am, the DON was interviewed· 
abdut the administration time and asked to· 
provide a copy of th"eir· policy for administering · 
PPls and·other .medications that had specific · · 
recommendations for administration· in regar<js to 
food. The DON. later provided a list of · 
medications,' fro"} a policy/procedure (PiP) ·aated 
2008, that was titled "Drug Administration 
Recommendations Rega"rding· Meals.·, The P/P 
listed 41 medications including omeprazole. The 
recommendations for omeprazole documented, 
"Before meals; best if taken before breakfast." 
483.25 PROVIDE CARE/SERVICES FOR 
I:IIGHEST WELL BEl NG . 

• . 
Eacli resident must rec;;,ive and the facility. must 
provide the necessary care and services to attain 
or. maintain. the highest practicable physical, ' 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review, resident and staff 

interview and observation, it was determined the 
facility failed to ensure that physician's orders and 
resident care plans were consistently followed. 
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This was true for 5 of 16 sampled residents 
reviewed (#s 1, 5, 6, 11 & 16) and had the 
potential to affect residents' health status 1n the 
areas of skin integrity, and upper body str.ength 
and ·interfere with their optimal possible 
improvement. Fi~dings include: 

1. Resident #16 was admitted to the facility on 
3/16/12, with diagnoses including Alzheimer's 
Disease, hypothyroidism, depression,_ anemia, 
atrial·ftbrillation, a~d ·restless leg syndrome .. 

The resident's quarterly MDS assessment, di3ted 
6/21/12 coded the resicjent was at risk for skin 
br<;>akd~wri .. · · · · · · · · 

Resident-#16's Care ·Plan, generated on 6/21/12, . 
documented a generic problem of "Potential for 
impairment of skin integrity ... related to 
incontinence, [and] requires assistance with 
mobility." The problem onset date was 3/J 6/12 
and the interventions included: 
* "W<?ekly skill. ~ssess.f'!lent" . . . · . . • 
* "Assisf to' toilet every 2 hours and prn·[as 
needed]. One assist with toileting needs." 
~ "Perineal care after each incontinence and · . 
apply barrier cream. 

Note: The resident's 6/21/12 "Potential for Skin 
breakdown" Care Plan was not revised to reflect 
changes in the resident's perineal/perirectal skin 
condition and needed/recommended 
interventions, between 6/21/12 and the resident's 
discharge on 8/10/12. Please refer to F 280 for 
details. 

The resident's Weekly Skin Integrity Data 
Collection form documented redness of the 
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Corrective Action for Specific Residents 
iuid other Residents 
Resident #16 has been discharged. 
Resident #11 physician's orders and care 
plan are being followed on application of 
hemorrhoid treatment. 

· Resident #6 OT evahiation has been 
completed .. 

' 

Resident# I Care plan has been updated 
due to increased mobility and floating 
heels has been djs<;on(inued. 
Resident #5 We arms .have been padded. 

Other. Re~idcnts Affected 
Other residents with specific physician 
orders for skin treatments may be affected. 
New treatment orders will be transcribed 
on TAR, treatments will be performed as 
ordered and initialed as completed by. 

• LN's. 

Other residents with OT evaluations will 
be communicated tb OT department as 
orders received. · 

Residents with care plan interventions of 
floating heels and padded we arms could 
be affected and will have their 
interventions in place. 

. 
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i buttocks and/or perineal areas on 5/23/12, 
: 6/20/12, 6/27112, 7110112, 7/17112, 7/24/12, 
17131112, and 8/7/12. 

i . I A FAX s·ent by the facility to the resident's 
I physiCian, dated6/13/12, documented, 
'[ "Increased redness and some blistering to 
periarea and inner thighs." A secon,r FAX sent to 

[ the resident's physic;ian on 6/18/1_ 2 also reported ... 

I 

"very r(ld pen area." · · 

The resident's ptiysici~n's orders, dated .6/1811.2 
j through.S/6/12, documented treatment-orders for 

l
.the resident's redness and excoriation in the 
periarea and perianal/buttocks are~ which 

. I worsen!"d after the resident developed a _C~Diff. 
mfect1on w1th diarrhea: · . · 

'I* 6/18/12- "Nystatin Powder to affected areas 
[every] shift then prn [as needed] when healed." 
* 7/20/12- "Culture for C-Diff' 
* 7/23/12- "Fiagyl 500 [milligrams] BID [Twice per 
day] for 7 days ... Isolation precautions per facility 
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PROVIDER'S PLAN OF CORRECTION 
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What measures will be put into 
place/systemic changes to prevent 
recurrence 

In-service: Nursing staff to ensure new 
treatment orders are transcril;Jed Correctly 
on TAR, treatmerits are given as Ordered. 

·and· initialed as completed. Docurpented 
interventions of floating heels and padding 
wheelchair arms on care plan must be 
implemented. Therapy must be notified if 
OT orders are ieceived. 

Monitoring to ensure deficiency does not 
recur 

... 
Audit: Nurse managers to audit new 
treatment orders to ensure that new tx' 
orders are transcribed 'on to TAR correct)y. 

• lx week q8 weeks 
• lx month q2 

(XS) 
COMPLETION 

DATE 

Audits to 
begin 
5/17113 

. . . proto.c.or.:·: •. . . . . . . · .. , .. .. · . .. 
· * 8/4i12- "Van-comycin (oral) 1 [gram] daily [for]? 

days. Keep perineal·and perianal areas clean ... 
and open to air as much as possible." Note:· 
related physician's progress notes dated 8/4/12, 
documented, " ... accompanied by daughter who 
is significantly concerned re: perineal [and] 

Audit: Nurse managers'to audit TAR for 
initials attesting that ordered treatments 
were completed. 

Audits to 
begin 
5/17113 

1 perirectal area. [Resident] has had recurrent 
1 diarrhea [and] C-diff." 
* 8/4/12- "Cleanse periarea [and] ... [with] soap 
and water BID until clear." 

· * 8/6/12 - "Calmoseptine to buttocks/periarea 
after each incontinent episode." 
* 8/6/12 -"Apply ultra dry cloth in folds, change 
twice daily and prn." 
* 8/10/12- "Lidocaine cream 4% mix with 
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aquaphor to rectal area with each incontinent 
episode ... " 

The Treatment Administration Records (TAR) 
indicated inconsistent administration of the 
phys_ician's orders between June 2012 and 
August 2012. For exafl}ple: 
*The June 2012 TAR did not document that the 
6118112 order for Nystatin Powder o.n every shift, 
was administered on 6129112 or 6130112 evening 
shifts.· · . . · · 
• The August 2012 T.AR did not document that the 
resident's perineal and perianal areas were kept. 
open to,air, ·~: .. as much as P.Ossible," on 716, 717, 
or-?1.10: · 
~The August 2Q.12 MAR also fai!eQ to document 
the resident's peri area ·was cleansed with· soap 
and water·on the day shift· of 8/4/12 and the­
evening shift of 8/8112. 

In addition, Nurses Notes, dated 6121112 through 
8121}2, did not dccument the resident's reddened 
.perin~allperirectal area, sores .on the peri-area, .. 
the resident'ii iesporis·e to treatment, or if/when 
the condition began to worsen. 

Related to the physician's orders, dated 814/12, to 
keep the perineal and perianal areas clean and 
open to air and to cleanse the peri-area [with] 
soap and water BID, the Nurses Notes still failed 
to document a thorough assessment of the 
perineal and perirectal area or the resident's 
response to treatment on 8/4112, 815/12 and 
8/6112. 

On 816/12 at 1:00 pm, a Nurses Note 
documented, "Resident's daughter had concerns 
regarding sores on buttockslperiarea. Concerned 
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Restorative nurse to audit that care plans 
are being followed to float heels and 
padded we arms are in place: Restorative 
or designee to audit 

• 2xlweek q8 weeks, 
• I x month q2months 

Unit managers to audit all new orders for 
or ordyrs and ensure communi~ati?n has 
occurred with OT. 

• Sxlweek x8 weeks 

ED and DNS to bring results of audit to . 
QAPI meeting. Ongoing .audits to be 
scheduled based on formulated trends: 

Date of Compliance: S/1712013 

· ... 

(XS) 
CO~PLETION 

DATE 

Audits to 
begin 
5117113 

Audits to 
begin 
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' : with mom being open to air [and] ensuring 
i keeping clean [and] dry. Also wants to make sure 
i nursing staff are following the orders I reassured 
! daughter that I would educate the nurses [and] 
I C.N.A.s on ensuring this gets done daily as · 
1 ordered [and] daughter happy with plan. Will 

I 

continue to monitor." Note: Nurses Notes dated 
817112 through 8/10113, following the daughters 

·I visit, did document the conditron of the peri/rectal 
I area; and response to treatme~t . 

!·On 4/11113 at·8:5G a~. the DON wasinter-viewed 
·I regar~ing Resident #16's skin condition in June 
., 2012 through August 2012. During the in.terview, 
I the DON was asked about the lack of · · l· 

... 

1 

documentation regarding the re~_ident's skin . 
1 cond1t1on, the lack of car€ plannmg, and the ·. 
I inconsistent documentation regarding treatment 
I administration per physician's orders. The DON 
stated she would review the chart and provide 
any additional documentation or informatio.n she 

•. found. The. DON/facility did not provide additional 
documentation or intormatiori that-resolved the 

· · · Coilcenis.·· · · · · . · · · ·· 

2. Resident #11 was admitted·to the facility on . 
9/19108 and readmitted on 717/12. The resident's 
current diagnoses included multiple sclerosis, 
osteoporosis, congestive heart failure, 
obsessive/compulsive disorder, and hemorrhoids. 

The resident's 3114/13 Quarterly MDS 
Assessment coded a 12 on the BIMs, indicating 
the.resident was cognitively intact, and that the 
resident received applications of 
ointments/medication other than to the feet 
(Note: The 7111/12 and 9/23/12 Quarterly 
Assessments also coded the resident was 
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cognitively intact and received applications of 
ointments/medications other than to the feet.) 

Resident #11's April 2013 Physician 
Recapitulation orders instructed nursing staff to 
apply, "Preparation H ointment PR [per rectum] 
twice daily for hemorrhoids." The start date for 
this order was 7/9/12. 

The· resident's Care P.lan, dated 3/15/12, 
documented the problem, "Fixation with bodily 
functions .. : perseverates on hemorrhoids." The 
on~et date fo"r this problem was listed as 7/7/12. 
lnterven\ions included, :'Routine hemorrhoid 
therapy."· 

TARs forAU9ust and September-26·12, and ·· 
March and April 2013, documented the resident 
should receive the Preparation H PR ointment at 
10:00 am and 9:00 pm. The ointment was not 
documented as administered on 3/19/12 and 
3/21112 on am shift, <;Jnd 3/29/12 on the pm shift .. 
In addition, August 2012 TARs reveale~ no ... · 
documentation "for the· admin-istration of ihe. 
ointment on 8/10/12 day shift, 8/14, 17, and 31, 
on the evening shifj:. September TARS failed to 
document the medication was administered on 
9/23 day shift, and 9/10, 26, and 27 on evening 
shift. 

During an interview on 4/8/13 at 1:50 pm 
Resident #11 was asked if she consistently 
received her medications and treatments. The 
resident stated that staff, "Treat me wonderful," 
and"/ can't say enough about them." When 
asked specifically about her hemorrhoid 
treatment, the resident stated, "Sometimes I do 
not get it but they are doing better now." 
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On 4/10/13 at 9:00 am, the DON was notified of 
the absence of consistent documentation 
regarding Resident #11 's hemorrhoid treatment 
The DON was unable to-provide additional 
information or documentation that resolved the 
concerns. 

On 4/12/13 a! 11:30 am. the DON and 
Administrator were notified that a complaint had 
been filed with the Bureau of Facility Standards 
that indicated back in August/September 2012, ari 
identified resident did not consistently receive her 
hemorrhoid treatment an·d had been upset by it 
No. additional infdrmation or documentation was 
provided by the facility.. · 

3. Resident #6 was admitted to the facility on 
7/4/08 and readmitted on 9/29/11. The resident's 
current diagnoses included chronic obstructive 
asthma, c_hronic airwily obstructiOQ, atrial 
fibrillation, diastolic. heart \ailwre, oste9poro$iS, 
lumbago and generalized muscle weakness .. 

The resident's 2/13/12 Quarterly MDS 
Assessment coded a 13 on the BIMs indicating· 
the resident was cognitively intact, ano the 
resident used a wheelchair for mobility. 

A physician's order, dated 3/8/13, requested an 
OT (Occupational Therapy) evaluation related to 
a decrease in BUE (Bilateral Upper Extremities) 
strength. 

Related Nursing Notes, dated 3/8/13 at 2:25 pm, 
documented, "Res[ident] seen by [Nurse 
Practitioner] for prn [as needed] visit due to 
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complaints of hand tremors and having increased 
episodes of glasses of fluids slipping out of her 
hands and spilling fluids on her. new referral for 
OT eval[uation] and treat[ment] Left voicemail for 
daughter to call for an update." 

Resident #6's medical records, dated 3/8/13 
through 4/9/13, contained n0 docun'lentation­
indicatin·g that an OT evaluation was completed in 
response to the 3/8113 order. · 

During an interview on 4/1 oi13.at 9:00 am, the 
DON was asked about the OT evaluation _for 
Resident #6. The DON stat(l.d she would ·rook for 
the_evaluation. On 4/11/j3 at 8:50am, the DON . 
confi[l}led that the OT evalua_tion had ~ot been 
completed. On 4/12/13 at 11:55am, the DON 
stated she Was still not clear on if there was a 
communication failure on nursing's part or within 
the OT department The DON called on 4/15/13 
at 12:30 pm to state that she confirmed nursing 
s_taff Clid not communicat\0 t~e. n~ed for an OT 
evaluation to.theOTdepartment .. 

4 .. Resident #1 was· admitted to the facility on 
10/8/12 with a history of myelodysplastic 
syndrome (a disease in which the bone marrow 
does not make enough healthy blood cells). The 
resident was readmitted on 1/19/13 with multiple 
diagnoses including systolic heart failure, 
diabetes mellitus, and debility and weakness. On 
2/19/13, hospice services were started for 
congestive heart failure. 

Resident #1 's significant change MDS 
assessment, dated 2/21/13 coded, in part: 
* Cognitively intact with a SIMS score of 14; 
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*Able to hear, see, and speak without problem; 
*Able to understand others and to be 
understood; 
* Limited one person assistance for bed mobility; 
*At risk for pressure ulcers; 
* No unhealed or healed p·ressure ulcers; and 
* No venous or arterial ulcers. 

Resident#1's Care Plan.identified the problem, 
'"Potential for imp.airmerif of skin integrity r/t · 
[related to] decreased mobility ... 1/19/13-blistenj·n 
left heef upon.admit fro'm hospital-resolved. 
2/18/13. Approaches to this problem included, 
"Float heels when in bed::' · ·' 

~esicjent :#1 was observ('id lying on the bed with 
both heets. in conta"'t with• the mattress on 4/8/13 
at 3:00p.m., 4/9/J3 at 11:40 a.m. and 2:15p.m., 
and 4/11/13 at 1:40 p.m. and 2:30 P~m. During all 
of the aforementioned observations, only 1 pillow 
was noted on the resident's bed and it was 
alwa)'S under the .re.side~t'~ tlead .. IJ1 ~ddition, QO.: 
olt)er pillmys, oi heel floating deyicEis were visib_le 
in· the resident's ro·om. . . . 

On 4/9/13 at 3:45p.m., CNA#5 . .was observed as 
she transferred Resident #1 from bed to 
wheelchair then into the restroom. While the CNA 
waited in the resident's room, she was asked if 
the resident's heels were supposed to be floated 
when the resident was in bed. The CNA said the 
resident would not keep his heels floated and 
frequently he would "kick the pillow on the floor." 
She stated, "We've tried." When asked where 
were the pillow or pillows to float the resident's 
heels, CNA #5 confirmed there was only 1 pillow 
for Resident #1. The CNA stated, "I'm not sure if 
it's being washed or what." 
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On 4/10/13 at 11:40 a.m, the First Floor Unit 
Manager (FFUM) was asked if Resident #1 's 
heels were supposed to be floated when the 
resident was in bed. The FFUM reviewed the 
~esident's care plan ths:n stated, "He's supposed 
to have his heels floated." · 

On 4/11113 at 3:30p.m., the-Administrator <md 
DON were informed of the issue .. However, no 
other informaiion or documentatioh was received 
from the facility. 

•. 
·: 5. Resident #5 was admitted t(l the i<eeility on. 
)11/01/11, with mul!iple d1agno;;es 1ncludmg· heart 

· f.aill!re, GERD, pneumonia, demerJtta, . 
· ·! depression·, anx1ety disorder, and COPD · 

J-Resident#5's skin care plan, dated 12/22l12,. 
I documented an intervention of: "W/C 
I (wheelchair) arms padded. " 
I . . 
Ori 4110/13 -~~ 1 :3D p.ili. resident's wheelc~ai~ ' 
was· otiser\iea withouf padding on ilie arrns. . . 

On 4/11/13 at 9:30a.m. resident's wheelchair was 
observed without padding on the arms. 

On 4/11/13 at 4:30 p.m. the Administrator and 
DON were notified. No additional information was 
provided. 

F 312 483.25(a)(3) ADL CARE PROVIDED FOR 
SS=D DEPENDENT RESIDENTS 

A resident who is unable to carry out activities of 
daily living receives the necessary services to 
maintain good nutrition, grooming, and personal 
and oral hygiene. 
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This REQUIREMENT is not met as ev1denced 
by: 
Based on a complaint rt::ceiveQ by the BFS on 

10/30/12, staff interview, resident interview and 
record review, it was· determined .the facility did 
not ensure residents received necessary care 
and. ser.vices .to maintain good personal hygiene 
·for2 of 11 residents (#s 7·ana 9).sampled for 
assistance with ADLs. This deficient practice had 
the potential to cause dental health decline when 
residents did not receive the necessary. amount Of 
assistance ·with oral hygiene. Findings include: 

1. Resitlent #9 was·acJ.mittei:J to the faciliiy oh 
10/29/07 with diagnoses which included vertigo, 
abdominal pain, obsessive compulsive disorder, 
macular degeneration, and retention of urine. 
Resident #9's primary source of nutrition was 
received through )~be fe.,ding. . . 

Resident #9'5 most recent quarterly .MDS 
assessment documented she required physical 
assistance for personal hygiene and toil.eting. 
Resident #9 was assessed to be cognitively 
intact 

Resident #9's 10/2/09 "Self Care Deficit" plan 
included in the "Approach" section the resident 
required extensive assist with ADLs. 

Resident #9's Monthly Flow Report for Daily Care 
(MFR) included an area to document the 
resident's teeth were brushed on the day and 
evening shift. The March MFR did not document 
the resident's teeth had been brushed 8 times on 
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F 312 Corrective Action for Specific Residents 
and other Residents 
Resident's #7 and #9 have teeth brushed 
2x per day or per resident preference and is 
documented. 

Other Residents Affected 

I Other residents may be affected and will 
have their ,teeth brushed x2 per day or per 
resident preference. 

What measures will be put into I 
place/systemic chang~s to prevent 
·recurrence 

.. In-servi~e C.N.A.'s ensuring mouth 
care/t~eth brush;ng is done Zx day oi' per 
resident preference and documented. 

Monitoring to ensure deficiency does not 
recur 

. . ... 
' 

Audit: N ljrse managers to· do audits for 
documentation of oral care on MFR. 

• 3x/week q8 weeks Audits to 

• lx month q2 months begin 
5!17113 

Audit: Nurse Manager to observe 5 
random residents/ week for completion of 
oral care Audits to 

• I x week q8 weeks begin 

• I x monthly q2 months 5/17/13 
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the day and 8 times on the evening shift (16 
times). 

On 4/11113 at 1 :45 p.m. Resident #9 stated she 
was assisted to brush her teeth 2-3 times a week 
at bedtime. VVhen asked if she was assisted to 
brush her teeth every night the resident stated it 
W()Uid be a "lie" to say her teeth were brushed 
every_ night 

Oh '4/11/12.'at 9:2b a m the liON was asked how 
often Resident #9 .was to be· assisted to· brush her 
teeth. The DON responded teeth were to be 
brushed 2 times a day. When: asked if there was 
<eny where else the docu!r]<;>ntation wciuld be the 
DON ·stated it was "unknown" if the·resident's 
teeth had been brliShed on the Elays the MFR 
was not documented. · 

2. Resident #7 was admitted to the facility on 
10/19/09 with diagnoses which included CVA 
(cerebrov;;Jscular accident), hypertension, l).TI 
(u.rin'<iry infe'c::tioni and sepsis. · · · · · 
Resident.#7's.2/11i13 MDS assessment . -
documented moderate cognitive impairment and 
the resident r-equired limited assistance for. 
personal hygiene. 
The resident's 10/29/09 CP for Self Care Deficit 
included in the Approach section he was to have 
dental consults as indicated and to "Ensure that 
teeth are brushed in am and at HS (hour of 
sleep)." 
Resident #7's 3/13 MFR for Daily Care did not 
document the resident's teeth were brushed 4 
times on day shift and 2 times on evening shift. 
The 4/1/13 -4/10/13 MFR did not document the 
resident's teeth were brushed on the day shift on 
4/8/13 and on 4/9/13 in the evening. 
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On 4/11/13 at approximately 1':00 p.m Resident 
#7 stated he was not assisted to brush his teeth 
on a daily basis. The resident replied a CNA on 
day shift helped him brush his teeth about once a 
month and no one on evening shift assisted him 
to brush his teeth. 
The Administrator, DON, Nurse Consultant, AIT, 
and ADON were informed of the above concern. 
On 4/12/13 .the facility provided additional 
do.cumentationfor "Mouth Care" for resident #7. 
The information was included in the example as 
days'teeth were brushed. 

F 315 483.25(d) NO CATHETER, PREVENT UTI, 
·SS=D RESTORE BLADDER . 

Based on the resident's comprehensive 
assessrnent~·the facilitY inust ensure 'that·a ,• .. • 
resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; and a resident 
who is.inoontinent of blacjd.er receiyes.approprja~e 
. trei3tl)i"'nt,and servi~es to. pnwenf' Ucinary' tract. 
infection's and to restore as much· normal bladder 
function as possible. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview, record review, and 

review of the facility's Policy & Procedures, it was 
determined the facility failed to complete a 
thorough urinary assessment and implement an 
appropriate individualized toileting program for 1 
of 11 (#9) sampled residents This failed practice 
created the potential for unnecessary bladder 
incontinence Findings include: 

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID:Q65K11 

(X2) MULTIP~E CC::NSTRUC_TION 

A BUILDING---------

B. WING 

STREET ADDRESS, CITY, STATE, z;JP 00DE. 

1130 NORTH ALLUMBAUGH STREET 

BOISE, ID 83704 . , 

. PRINTED' 04/23/2013 
FORI0 APPROVED 

OMB NO 093'8-0391 
(X3) DATE SURVEY 

COMPLETED 

c 
.04/12/2013 

.. . . ~ 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHGUlD.BE 

CROSS.~REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

• ! (X5) 
COMPLETION 

, DATE 

F312 

. . 

F 315 

.. . '· 

. •, 
. •. : ~ 

I 
Facr!rty JD: MDS001810 If continuation sheet Page 32 o! 59 



.DEPARTMENT OF HEALTH AND HUMAN SERVI.CES 

CENTERS "FOR MEDICARE & MEDICAID SERVICES 
S IAI EMEt:J~ QF DEFICIENCJES 
ANCI PLAN OF CORRECTION · 

{X1) PROVIDERJSUPPLIER/CUA 
IDENTIFICATION NUMBER 

13509~ 

NAM~ QF PROVIDER.O~ SUP~LIER 

LIFE CARE CENTER OF VALLEY VIEW 

(X4)10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH GEFICIENC.Y·MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 315' Continued From page 32 

The facility's Bowel and Bladder Policy and 
Procedure. revised 03/11, documented the 
following under Guidelines to Assessment: 
*During the admission process, the nurse will 
complete the urinary status interview form with· 
input_from the resident and/or family in order to 
obtain the history and treatment of the resident 
prior to admission to the facility. 
* ... The Urinary Incontinence Assessment will be 
completed no·later than 7 days after admis;;;ion in 
order to obtain a good understanding of the 
resident's.bladt!er patterns. 
*The charge nurse will complete the. assessment 
for bladder training if the resident is. incontinent to 
determine if the resident is a candidate for . · 
i.ndiyidual training or timed/schedLiled.toileting. 

·. *A qUarterly assessment fOr bla_d9er.is cori1plete.d 
if the resident is incontinent If there has been a 
change from last quarter to this quarter, and the 
score is 0-14, proceed to completing the Urinary 
Incontinence Assessment The risk factors should 
trigger tl:le referrals that need to be made and 
shoulsJ be ·carE!. pl;mn"'d. . · 
*The Interdisciplinary team· wii1 identifY in th·e care· 
plan specific interventions that minimize potential 
_adverse effect of urinary incontinence ... The 
resident will be placed in a bladder program 
appropriate for. the resident, 
*Document in the nurses' notes the program 
initially chosen to follow in the protocol daily for at 
least 7 days, evaluating the program and 
adjusting it every few days until a pattern has 
been established. The program should then be 
·evaluated weekly for 2 weeks to progress or lack 
of progress, then monthly on the monthly 
summary. 

Resident #5 was admitted to the facility on 
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program for residents if they score 
between 7-14 on the urinary incontinence 
assessment if appropriate and desired by 
resident to promote continence. Also in­
serviced that toileting programs must be 
care p !anne d. 

C.N.A.'s have been in-serviced on 
following individualized toileting plans. 
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11/01/11 with multiple diagnoses including: heart 
failure, GERD, pneumonia, depression, anxiety 
disorder, and COPD. 

Resident #5's significant change MDS, dated 
10/30/12, ciocu[l1ented: 
• She had .the ability to express her ideas, and 
wants verbally, and she had the ability to 
understand others. . 
-* She required exiensive assis.t.by one person .for 
transfers and toileting. · · · · . · 
*She had a trial toileting pro.g'ram (scheduled 
toileting; prompted voiding, or· bladder training) ori 
.admission or reentry to.!he facility:- • 
*She was frequently. incontinent and on a current 
toileting program. or trial . . . . · .. 

Resident #5's Care Plan, dated 10130/12, failed to 
include a care plan for incontinence. 

A facility document "Urinary Incontinence 
Assessment" was not completed,. 

A facmiv ci6cumerii "Ass~si~ent for Bo,_;e·J ~nd · 
Bladder Training" dated 11/6/12 was incomplete, 
but contained the following documentation: 
*On page (1), her total assessment scone was 
"12" and the assessment scale key documented 
7 -14=Candidate for toileting, timed, or scheduled 
voiding. 
*On page (2), the assessment scale key 
documented. If the score is 0-14: on quarterly 
review, if score is changed from last quarter, 
complete "Urinary Incontinence Assessment." 
The facility documented, "proceeding to urinary 
incontinence assessment." The facility failed to 
provide documentation that the assessment was 
comr:>leted. 
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I Resident #5's electronic documentation for March 
i 2013 and April 2013 had multiple days on various 
shifts without documentation for toileting or "the 
activity did not occur." Examples include: 
*Day Shift no documentation_ for 3/9, 3110, 3/14, 
3/25, 3/28, 3/30, and 4/6/2013. 
*Night Shift no documentation for 3/7, 3/9; 3/10, 
3/11, 3/12, 3/16, 3/19; 3/22, 3/23, 4/1' 412, 4/3, 

: 4/4, and 4/5/2013. · 
i *Evening Shift, ''activity (toileiing) did not occur'' 
! 3/1' 315, 3/8/2013. -
i *Night Shift, "activity (toileting) did not occur'.' 
l-3/2/2013 :. - - - - . . .· 

- i - . -

F 322 
SS=D 

l The DON and RN. f:;onsultant wete interviewee{ 
1 'on' 4/11/13 at 10:.00 a.m. ·and indicated, "it is a 
i facility practice and a standardized program for 
I residents to be toileted every 2 hours. This 
i standardized program is not specific to a 
I resident's individualized toileting program." 
.I 

i 

On 4/11i13 at 3:30 ·p.m. the Administrator was 
notified: No add~icinal.informati6ri was· provided. 
483.25(g)(2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS 

Based on the comprehensive assessment of a 
resident, the facility must ensure that--

! (1) A resident who has been able to eat enough 
! alone or with assistance is not fed by naso gastric 
i tube unless the resident' s clinical condition 
I demonstrates that use of a naso gast[ic tube was 
I unavoidable; and 

i (2) A resident who is fed by a nasa-gastric or 
I gastrostomy tube receives the appropriate 
i 

• 

: 
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treatment and services to prevent aspiration 
pneumonia, diarrhea, vomiting, dehydration, 
metabolic abnormalities, and nasal-pharyngeal 
ulcers and to restore, if possible, normal eating 
skills. 

Tliis.REQlJIREMENT is not met as eviden·ced' 
by: 
Based on ooservation, record review, staff 

'ioterview, and review of policies anti procedures 
_(P.&P) regarding tube _feedi~gs, it was deter'!J]ne~--~i . 
the facility fail!"d to ensure-residents whq'received 
tube feedings, received the appropriate treatment 
and services. This affected 1 of 2 residents (#1 0) 
reviewed for feeding tubes. Resident #1 D's 
feeding tube was not flushed with water prior to 
starti~g 9 feeqing, as ordered. This fail_ure 
·create.d the potential for the re~ident tQ" receive 
inade.qi.iate flukJ hydration a·nd could. place· the . 
resident at risk for dehydration. Findings included: 

Resident #1 0 was admitted to the facility on 
1130113 with multiple diagnoses which included 
quadriplegia, tracheostomy, and dysphagia 
(difficulty swallowing). 

The resident's admission MDS assessment, 
dated 2/6/13, coded, in part: 
* Moderate cognitive impairment with a BIMS 
score of 1 0; 
• Total 2 person assistance for bed mobility, 
transfers, dressing, toilet use, and bathing; 
• Total 1 person assistance for eating; 

F 322 

I· 

Corrective Action for Specific Residents 
and other Residents 
Resident #2 feeding tube is flushed with 
water prior to starting feeding. 

Other Residents Affected 

Other residents with feeding tubes could 
be affected and will have their feeding 
tubes flushed with water prior to starting 
feeding, unless otherwise directed by 
physician orders. 

What measui'es will be put into · 
place/systemic changes to prevent 
r~currence 

In-service: nurses to flush tube with wilter 
prior to starting feeding, unless otherwise 
directed by physician orders. 

Monitoring to ensure deficiency does not 
recur'· ·:'· 

Audit to ensure lube feeding flushes prior 
to feeding is occurring, unless otherwise 
direcied by physician orders. Nurse 
managers to audit: 

• I x week q8 weeks 
• I x month q2 months 

ED and DNS to bring results of audit to 
QAPI meeting. Ongoing audits to be 
scheduled based on formulated trends. 

Date of Compliance: 5/17/2013 

. 

Audits to 
begin 
.5/17113 
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*Functional limitations in range of motion in both 
upper and lower extremities; 
*Tube feed1ng (TF), 51% or more nutrition and 
501.cc (cubic centimeter) or more fluids per TF. 

Resident #1 O's Care Plan identified the problem, 
"Resident has a need for use of a feeding tube 
Relating to Dysphagia" on 1/30/13. One of the 
interventions was, "Administer tube feeding 

.}ormulaand ffushes as orderE!d (see current 
physician orders/MAR).': · · · 

Resfdent #1 O's riicapitulation of Physician· Orders 
for April 201 :0 included the following: 
* "FI~'sh with 30-50 cc H20. [wqter] prior to and 
after·meds [medica!ions] and feedings Every 
Shift.'' Tne order was dated 1/30/13. . 
*"Promote with Fiber@ [at]120 cc/hour [times]-
16 hours." This order was dated 2/20/13. 
Note: The "Type" of both orders was documented 
as "TF.'' 

.. 
. Pn 4t8ii 3 ai-3 1.0 P. rri., u-.i.#z wasobsirved.a~ · 
stie aspirated Resident #1 o·s· PEG (percutaneous 
endoscopic gastrostomy) tube to ~heck for 
residual. stomach contents. Approximately .1 0 
milliliters (mls) of residual fluid was aspirated, 
which the LN promptly returned to the resident's 
stomach. Then, LN #2 started the feeding of 
Promote with Fiber at 120 ml/hour via the 
resident's PEG tube and through a feeding pump. 

The resident's April2013 MAR included the 
aforementioned orders for the TF water flush 
before and after meds/meals and Promote with 
Fiber. Regarding the water flush order, staff 
initials were documented in the spaces for the 
Noc (Night), Day, and Evening shifts, on 4/1 
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through 418/13, and Noc and Day shifts on 4/9/13. 
Regarding the Promote with Fiber order, staff 
initials were documented in the spaces noted as, 
"3:DD pm on:' and ''7:DD am off," on 411 through 
4/8/13, and at ''7:DD am off' on 419113. 

At 3:15p.m., upon return to the Nurses' Station, 
LN #2 initialed Resident #1 D's April 2D13 MAR in 
the space for 3·0-50 ml of water prior to and after 
mads/meals. When asked ·about ttie water.flush, 
LN #2. confirmed sh," had not- administered 30-50 
ml of water beiore she s(arted .the Resident ti1 D's 
tube feeding. About that time-, the Pirst Floor'lJnit 
Manager (FFUM) joined the convers;3tion and 
indicpted the aspirated residual fluid would havE? 
served as the 'vvater flush·. However, after· review . 
.'of.the pflysician's order for 30-50. ;,.,hvater.flush 
before meds/meals, LN #2 again acknowledged 
that she had not administered the water flush 
"this time." 

0~ 4/11/.1.3 at 3:30 P.,rn-· th(' ,-\dministcator .and . 
QON were informed of .the i~sue. However, no · 
oth-er information or documentation was re'ceived 
from the facility. 
483.25(k) TREATMENT/CARE FOR SPECIAL 
NEEDS 

The facility must ensure that residents receive 
proper treatment and care for the following 
special services: 
Injections; 
Parenteral and enteral fluids; 
Colostomy, ureterostomy, or ileostomy care; 
Tracheostomy care; 
Tracheal suctioning; 
Respiratory care; 
Foot care; and 
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· Prostheses. 

Th1s REQUIREMENT is not met as evidenced 
by 
Based on obse[vatlon, record review, and Staff 

interview, it was determined the fecility failed to 
: ensure BiPAP (bi-level Positive Airway Pressure) 

·: was provided during nap time as ordered, 
! physician .orders incluqed the settings for BiPAP, 

·I_ and the care plan '{vas revi~ed to· reflect the . . 
.residents' current orders for BiPAP. This· was· true 

·l·roi i of 2 resid.ents (#i) reviewed ·for BIPAP use. · 
j These failmes created Jhe [lOtential for the·. 
i resident's condition to worsen when his. 
! respiratory C~re orders Were ·not fOlloWed, : . 

·1 complete, and care planned: f'incliiigs included: 
I 

I Resident #i was admitted .to the facility on 
I i 0/8/i 2, and readmitted on iii 9/13, with multiple 
! diagnoses including systolic heart failure, 
i diabetes mellitus, af\d d<?bility and weakness. On 
2/i\)/i3, ilospice SE)rvice~ were.stprted.for . 
congestive heart failure. · · · 

Resident #i's significant change MDS 
assessment, dated 2i21/13 coded, in part: 
* Cognitively intact with a BIMS score of i4; 
*Able to hear, see, and speak without problem; 
*Able to understand others and to be 
understood; 
* Limited one person assistance for bed mobility 
and dressing; 
* Extensive two person assistance for transfers; 
* BiPAP use. 

A recapitulation (recap) of the resident's 
Physician Orders for April 2013 included the 

FORM CMS-2567(02-99) PreVIOUS Versions Obsolete Event 10: Q65K11 

i 

PRINTED· 04/23120.13 
FORM APPROVED 

OMB NO 0938-0391" 
(X2) MULIIPLE CO~STRUCTION · . 

-A- BUILDING--.,---~----

(X3) DATE SUR\I.EY 
COMPLETED 

.. 

B. WING 
c 

04/12/2013 

STREET ADDRESS, CITY, S(AJE, ZJP·CQD~ . 
1130 NORTH ALLUMBAUGH STREET 

.BO)SE, ID · 83704 ·. 

ID 
PREFIX 

TAG 

PR:0V!DER'S PLAN OF CORB.ECT!ON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 328 i Corrective Action for Specific Residents 
and other Residents 

I Resident# 1 bipap was de' d due to resident 
: refusaL 

Other Residents Affected 
Other residents with bipaps could be 
affected and will have bipap administered 
per physician order that includes settings. 

·: . What meas·ures will be put into. 
·place/systemic· ciianges to prevent 
rectrrrence 

In-service nursing staff on following . 
physician orders as indicated for bipap use 

·.and that physician orders.include settings." 

Monitoring to ensure deficiency does not 
recur 

Nurse manager~ to audit that bipap is used 
perphysicuui order · · · · · · 

I (XS) 

I 

COMPLETION 
DATE 

• 1 x week q8 weeks 
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Nurse managers to audit upon admission to 
ensure settings on bipap are correct. 

• 1 x week q8 weeks 
• 1 x month q2 months 

ED and DNS to bring results of audit to 
QAPl meeting. Ongoing audits to be 
scheduled based on formulated trends. 
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, order, "BiPAP with at home settings at noc [night] 
and during nap time daily. Chart hours on." The 
order was dated 1/19/13. Note: No orders with "at 

. home settings" for BiPAP were found in the 
: resident's clinical record. 

: The resident's Respiratory Care Plan, dated 
' 11/19/12, included the approach, "BiPAP as. 
ordered at noc on home settings." f'.jote: The care 
_plari dicj not include BiPAP u·se during ·naps·. 

Resident #1's TAR for April 2()13 included t~e 
aforementioned BiPAP order with numberei:l 
spaces (1 through 31, which represented the 
days of the montM). for·sfaff to. document their 
initials and the hours the BiPAP was used.at 
night: Note: No entries to document BiPAP use ·. 
during nap time were not found anywhere on the 
TAR 

Resident #1 was observed napping during the 
day and without BiPAP In placE) on 4/6/1.3 at 3:00 
p,l11·· ~/9/.13 aU)A0.!3.11i. !3nd 2:1.5 p.m., and 
4/11/13 at HID p.m. · · • 

On 4/9113 at·3:45 p.m., CNA#5 was observed 
while in the process of transferring Resident #1 
from his bed to his wheelchair. After that, the 
CNA assisted the resident into the restroom. 
While waiting for the resident, CNA #5 was asked 
if the resident used the BiPAP. The CNAstated, 
"He does at night." Also, when asked if BiPAP 
had been in place before she got the resident up 
that day at 3:45 p.m., CNA #5 shook her head no. 

On 4/10/13 at 1110 a.m., the First Floor Unit 
Manager (FFUM) was asked what were the 
settings on Resident #1 's BiPAP. The FFUM 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:Q65K11 

(X2) MULTIPLE CpNSJ.RUCTION. 

A BUILDING--~~----~ 

8_ WING 

~TREET ADDRESS, CITY, STATE, ZIP GOD'E 

1130. NORTH ALLUMBAUGH STREET 

•. · ... BOISE, ID 8}704 . · .. 

· PRII,.TED 04/23/2013 
FORM APPROVED · 

OMB NO 0938-0391 
(X3) DATE S.URVEY 
. COMPLETED : 

c 
04/12/2013 

10 
PREFIX 

TAG 

. PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

{XS) 
COMPLETION 

DATE 

F 328 

; .• 

.. 

Fac11Jty lD: MDS001810 If continuation sheet Page 40 of 59 



DEPARTIVIEtH OF HEALTH AND HUMAN SERVICES 
CENTER::O FOR MEDICARE & MEDICAID SEIWICES 

STATEMt:NT OF DEFICI_ENCIES 
AND PLAN OF CORRECTION 

. (X1j PROVID.ER/SUPPLIE_RICLIA 
JDENTIFIC;:.TJON NUMBER: 

135098 

NAME OF PROVIDER OR SUPPLIER 

. LIFE CARE CENTER OF VALLEY VIEW~ 

(X4) 10 i 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUSI B.E PRECEDED BY FULL 

REGULATORY OR LSC IQENTIFY!NG INFORMATION) 

F 328 Continued From page 40 

reviewed the resident's clinical record, which 
included physician orders, then stated, "I don't 
know." The FFUM stated she would find out what 
the settrngs should be but she knew the settings 
could not be changed. 

Later that afternoon, the FFUIVI stated, "The 
BiPAP settings are 15/5." And, she indicated a 
physician's order with the settings had been 
written. · · 

On 4ti1!1:3 at 1:45 ·p.m., when asked about 
Resident#1's BiPAP, LN #14 reviewed the 
resident's clinical .record and-said, "It's ordered at 
night" At the .s~rveyor's request, the-LN ... 
re-revie'<Ned the B_if':AP ordel an9 stat,;d, "And · 
during nap.'' · · · · · .. · 

At approximately 1:55 p.m., LN #14 accompanied 
the surveyor to resident #1 's room. The resident 
was asleep on his right side without the BiPAP in 
place. LN #J 4 awakened the resjdE!nt <;~nd asked 
him if he wanted the BiPP..P. Tbe resident held up 
.his left hand and said, ''Check my finger." The .LN. 
informed the resident she would get the pulse 
'oximeter then she left the room. 

At approximately 2:00p.m., LN #14 returned to 
Resident #1 's room with a pulse oximeter and 
checked the resident's oxygen saturation level 
(Sa02). When the LN informed the resident his 
Sa02 was 94%, he declined the BiPAP. 

Immediately upon return to the nurses' station, 
LN #14 stated the resident "frequently refuses" 
the BiPAP. When asked how often the resident 
refused, the LN indicated she did not know and 
stated, "Honestly, this is the first time I've worked 
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: down here in about a month." 

On 4/11113 at 2:15p.m., the FFUM was again 
interviewed about Resident #1's BiPAP. The 
FFUM stated, "I thought I care planned it for- as 
tolerated." The FFUM then reviewed the 
resider1i's clinical record and acknowledged the 
BiPAP was ordered at night and during nap time, 
the care plan did ~ot include "during nap time," 
and BiPAP use .during nap time was not ·. 
documented as done or monitored on ttie April :. 
20.13 .TAR. She stated tne BiPAP issues would be 
corrected ''immediately." 

On.4/11!13 at 3:30p.m., the Administrator-, AIT, , 
DON, and Nurse Consultant-were informed of the 
BiPAP issues. However, no other information or . 
documentation was received from the facility. 
483.35(f) FREQUENCY OF MEALS/SNACKS AT 
BEDTIME 

Each resident receives and the facility provides at 
least tnree.meats <;Jaily, ?Jt reg1,1lar times · · 
comparable to normal mealtimes in the 
community. 

There must be no more than 14 hours between a 
substantial evening meal and breakfast the 
following day, except as provided below. 

The facility must offer snacks at bedtime daily. 

When a nourishing snack is provided at bedtime, 
up to 16 hours may elapse between a substantial 
evening meal and breakfast the following day if a 
resident group agrees to this meal span, and a 
nourishing snack is served. 
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' This REQUIREMENT is not met as evidenced 
:by: . 
i Based on group interview and staff interview, it 
' was determined the facility failed to offer a 
' bedtime snack to residents: This affected 6 of 7 

who attended the meeting with the surveyors and 
' had the potential to affect others who may want a 

bed ·time snack. Lack of a bedtime snack: may 
result in the altered nutritional status cif resiaemfs. 
Findi~gs incluc)ed: ·· · ·. 

On 4/9/13 at 10:45 a.m., a group resident 
interyiew was conducted. Wheri asked ifthey 
Were offered snacks at bedtime, 6 of? reSidents. 
in attendance stated· they were rrot. One residenl 
stated the snacks were available and if a resident 
requested one the facility would get it for them. 

On 4/11/13 at approximately 2:45p.m. CNA#9 
stated snacks .were offered around 8:00 or 9:00 
p.ITJ. to those .re~idents with weig~tlciss .or to. 
diabetics·after their blood glucose level was·· 
·"done." · · 

On 4/11/13 at 3:00p.m. CNA#10 stated the 
nurse and the resident determined who received 
a snack at bedtime. 

On 4/11/13 at 3:30p.m. the Administrator, DON, 
AIT, ADON and the nurse consultant were 
informed of the above concern. No further 
information was provided by the facility. 

F 431 483.60(b), (d), (e) DRUG RECORDS, 
ss~E LABEUSTORE DRUGS & BIOLOGICALS 

The facility must employ or obtain the services of 
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• 1 x month q3 months 
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F 431 Contmued From page 43 
a iicen.sed pharmacis(who establishes a system 
of records of receipt and disposition of all 
controlled drugs in sufficient detail to enable an 
accurate reconciliation; and determines that drug 
records are in order and that an account of all 
controlled drugs is maintained imd periodically 
reconcired. 

Drugs and biologicals.used·in-the facility m4st be 
.. lab~>led in accqrdance w[th.currently.accepted 

prqfessional principles.,.and include the 
appropriate accessory and cautionary 
instructions, and the exp-iration date· when 
applicable. 

·1n ac2ordarice witn·stat~?'ana'Federallaws, the 
·iacilitY must store all drugs. arid biologicals in ·1 
kicked compartments under proper temperature 
controls. and permit only authorized personnel to I 
have access to the keys. I 

. . The facility must provide separately locked., 
pep-,anently. affixed compa~m~nt~. for s.torage p.f 
controll.ed drugs listed In Schedule II of the 
Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
pa.ckage drug distribution systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record review, and staff 

interview, it was determined the facility failed to 
ensure medications were properly stored; 
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1 medication pharmacy labels contained accurate 
' diagnosis information and noted the frequency of 
' the medication; and, opened flu vaccines were 
; discarded after 28 days. This was true for 2 of 11 
i sample residents (#s 1 and 1 0) and any residents 
who needed, or received, ·a flu vaccine from a vial 
that was available more than 28 days after it was 
first used. This created the potential for incorrect 
admimstration of medications, and contamination, 
"by unaU1horiz:ed s.taff,_visitors, or otber residents. 
which "could result in eye injury and/or in.fection; 
excessive Qr.inadequate _medication · 
administration "which could negitively affect a 
resident's health status; and, infection for any 
residents who ·received a. potentially contCJminated 
flu-v<'lccine. Findings· included:·. · · · · · ·· 

.. · ... 

1. Resident #1 0 was admitted to the facility on · 
1/30/13 with multiple diagnoses which included 
quadriplegia, tracheostomy, and dysphagia 
(difficulty swallowing). 

The resident's ·admission ·MDS assessment, 
. dated 216113, coded: in pa"rt: . . . 
* Moderate cognitive impairment, with a BIMS 
score of 10; 
*Total assistance for all ADLs; and 
* Functionallimiiations in range of motion in botli 
upper and lower extremities. 

Resident #1 O's recapitulation of Physician Orders 
for April 2013 included the orders: 
*"Opthalmic [sic] ointment to both eyes in am 
and HS [bedtime] Dx [diagnosis] Dry eyes" 
* "Artificial tears gel 1 drop to both eyes three 
times daily Dx Dry eyes." 

The resident's April 2013 MAR included the 
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· aforementioned eye medication (med) orders and 
contained documentation that both meds were 
administered as ordered. 

On 4/9113 at 9:30a.m., during a med pass 
observation, LN fl'14 administered 9 meds, 
including the 2 aforementioned eye meds, to 
Resident #1 0. However, a small blue plastic cup 
with a '?ingle dose vial of Refresh lubricant eye 
drops and a tube of Refresh P.M.Iubric;ant eyf'. 
ointment was noied at the resident's bedside. 
When ~sked about'ihe' ey'e meds i~ the cup, LN 
#14 picked up the cup and exclaimed, "That's not 
supposed to be there." Mor.nents later, LN #14 
stated she would Eliscard bolt} meds·and she l<'ift 

.. t[1e ro6in Wit.ti the. cLip ari.d 2 eye·meds irrhand_.: · . . . . ~ . ·. . . . . . . 

Note: On 4/17113, an Internet search for Refresh 
products by Allergan, Inc., at 
www.drugstore.cornlrefresh-liquigel-lubricant-eye­
drops/qxp and 
www.drug?tore.cornlrefresh-ser>sitive-preserva.tiv 
e-rree-pm-lubri.cant-eye-QintmenUqxp, was .. 
conducted. The search revealed the following 
warnings: 
* Refresh lubricant eye drops- "For external use 
only. To a~Coid contamination, do not touch tip of 
container to ariy" surface.· .. Do not touch unit-dose· 
tip to eye ... lf swallowed, get medical help or 
contact a Poison Control Center right away." 
* Refresh PM lubricant eye ointment- "For 
external use only. To avoid contamination, do not 
touch tip of container to any surface. Replace cap 
after using ... lf swallowed, get medical help or 
contact a Poison Control Center right away." 

i

on 4/11113 at 3:30p.m., the Administrator, AIT, 
DON, and Nurse Consultant were informed of the 
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; unattended eye meds found at Resident #1 D's 
: bedside. However, no other information or 
' documentation was received from the facility. 

: 2. Resident #1 was admitted to the facility on 
i 10/8/12, ai--1d readmitted on 1/19/13, with. multiple 
' diagnoses including systolic heart failure, 
, diabetes mellitus, and debility and weakness. On · 
; 2/19/13, hospice services were started for 
' congestive heart failure. . 
' 
!--Resid~·nt #1 's signific;;~i ch~nge Mos .. · 
I assessment, dated 2/21/Hcod~d; in part: 
I "Cognitively ihtact with a BIMS score of 14. · 
i - . - . 
·[The .residEmt'S·recapitlllati6n {iecap) ·of.Physi~i?~ 

! Orders ·for April 2013 inclu.ded orders for: · · 
I ••• 

: • Carvedilo1_12 5 milligrams (mg), 1 tablet twice 
:daily; and 
' • Digoxin 125 microgram (meg), 1 tablet by mouth 
daily. 
Note: A diagnosis of these medications was not. 
listed on the recap orders. .. . . . - . . . : 

On 4/11/13 at 8:10a.m., during a medication 
pass observation, LN #13 administered 8 oral 
medications to Resident #1. The medications 
included carvedilol and digoxin. The pharmacy 
label on the bubble pack for the digoxin, however, 
did not include the frequency for the medication. 
And, the pharmacy label for the digoxin and 
carvedilol noted "for hypertension" on both bubble 
packs. 

At about 8:30a.m., Resident #1's aforementioned 
medications were reconciled with the physician's 
orders. Note: As noted above, the digoxin was 
ordered daily and a diagnosis was not listed for 
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digoxin and carvedilol on theApril2013 recap 
orders. 

At 9:00a.m._, when asked to rereview Resident 
#1 's digoxin pharmacy label, LN #13 
acknowledged the frequency of the medication 
was·not listed. Also, when asked about the 
diagno~is "for hypertension-" on the pharmacy 
label for the digoxin and carvedilpl, the LN 
indicated both medicaiioris were sometimes "used·· 

. 

B. WING 
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· 601SE, ID-_83704.: . 
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lor hype_rtension. The LN was .ihen .asked· to · · 
. provide doc8mentalidn by the-physician regarding 
· ·ih·e diagnosis for digoxin arid carvedifol.· 

At_9:10 a.m., the First Floor Unit Manager 
(FFUM) confirmed ~he ·f:lharmaoy lab"el on 
Resioenf#1's bubble Rack·of digoxin did not 
include the frequen·cy of the medication. The 
FFUM also provided the resident's signed 
Physician's Admit orders, dated 1/19/13, which 
included orders for digoxin and Coreg (a brand 
name for carvedilol). Heart failure was listed as 
the diagnosis for both medications .• 

On 4/11113 at 3:30p.m., the Administrator, AIT; 
DON, and Nurse Consultant were informed of the 
pharmacy iabeling issue. 

On 4/11113 at approximately 3:45p.m., the FFUM 
informed the surveyor the pharmacy had provided 
a new bubble pack of digoxin with the frequency 
and correct diagnosis and a new bubble pack of 
carvedilol with the correct diagnosis. 

3. On 4/11/13 at 8:30a.m., during an inspection 
of the First Floor Medication Room refrigerator 
with LN #13 in attendance, 2 opened and partially 
used multi-dose vials of Flu laval vaccine were 
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. found. One of the vials was.dated as opened 
1/10/13. However, the other vial did not have an 

' open date, which LN #13 confirmed. The LN 
stated that both vials would be discarded About 

· that tiC)le, the DON arrived, took over for LN #13, 
and confirmed the opened flu vaccine vials would 

F 441 
SS=D 

be discarded. · · 

At 1.2:00 p.m., thE; DON was asked to provid<= the 
facility's policy regarding opened vaccines. . . . . . . 

At 1'15 p.m., the bON stated the facility did n~t 
have a .. policy regarding opened vaccine. 'She 
stated they use the insert ·information that comes 
with vaccines, At that titDe, tlie DON ·proyi~ed the 
FruL8va1 (ln"flueiiza Virus VaCc1ne)~2o1Z-2013 
Formula insert informatiCA which include'd the 
following, "Once entered (the seal was 
punctured], a multi-dose vial, and any residual 
contents, should be discarded after 28 days." 

On 4/11/13 at 3:30p.m.,. theAdminist(ator, AIT, 
ani) NL\rse Cons~ltant WE;re also inform.ed .of thE; 
issue. However, no other iriformatiori cir 
documentation was received from the facility. 
483.65 INFECTION·CONTROL; PREVENT 
SPREAD, LINENS 

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it-
(1) Investigates, controls, and prevents infections 
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in the facility; 
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident; and 
(3) Maintains a record of incidents and corrective 
actions related to infections. · 

(b) Preventing Spread of Infection 
(1)'When the Infection Control· Program 
determines that a resident need.s isolation to 
prev(;'nt the spread of infection, the 'facility must 
isolate the resident ... · · · 
(2) The facility must prohibit- employees with a 
communicable disease or infected skin lesions . 
from direct contact with residents o.r their food, if 
direct contast wm_ tr.:nsmit the pisease. , 
.(3)' The facility' must require staff to wash thew 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, proce~s and 
transport li~ens so as to prevent the spread of 
infection. · ·· 

This REQUIREMENT is not met as eviEienced 
by: 
Based on observation and staff interview, it was 

determined the facility failed to ensure staff 
adhered to standard infection control measures. 
This was true for 2 of 15 sample residents (#s 1 
and 1 0). This applied when staff member did not 
perform hand hygiene after direct contact, 
including toileting assistance, for Resident #1 and 
Resident #1 D's urinary drainage bag was in direct 
contact the floor and above bladder level. These 
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Resident # 1 is having cares provided with 
current standards of infection control -
practices related to C.N.A. removing 
gl~ves and washing hands. 

Other Residents Affected 

· Other residents could be affected who have 
catheters of received t6ileting assistance. 
Catheter. bag will not be placed on the 
floor or above the blailder. Cares proviiled 
will comp ly'with current standards of 
infection control practices related to 
C.N.A. 's removing gloves and washing 
hands. 

What measures will be put into 
place/systemic changes to prevent 
recurrence 

In-service: p~rsing staff on· removing 
gloves and washing hands, catheter bags 
·not being on floor or above the bladder · 

! 
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failures created the potential for 
cross~contamination which could lead to 
transmission of disease causing pathogens. 
Findings included: 

1. Resident #1 0 was admitted to the facility on 
12/18/12,"and readmitted on 1/30/13, with 
multiple diagnoses which included quadriplegii3. 

The res,ide.nt's _admission MDS assessment, 
cjated·2i6/13, coded, i,npart: · 
·• Indwelling urinal)' catheter. 

Resident#10's CAA.for Indwelling Catheter, 
.d?fed .1/30/13; dot;:umented, "Resident has a FC · 
[Foley catheter; ·a'brani:l_ of ir\C!wel!ing urinary . 
·catheters] ... "' · .. · 

Resident #1 D's recapitulation of Physician Orders 
for April 2013 included a 2/22/13 order to change 
the FC each month. 

On 4/8/13 at. 1:45 p.m.,. Resident #1 0 was 
observed in the resident's' room rri a wheelchair 
(w/c). The resident's urinary drainage bag was in 
a privacy cover suspended under the w/c. The 
resident's spouse was in the room. CNA#1 and 
another CNA transferred tHe resident from the· 
w/c to bed using a Hoyer lift (a brand of · 
mechanical lifts). During the transfer, CNA#1 
took the resident's urinary drainage bag out of the 
privacy bag under the w/c and placed the 
drainage bag on the floor in front of thew/c. Note: 
The CNA did not use any type of barrier between 
the drainage bag and the floor. Less than a 
minute later, as the resident was lifted out of the 
wfc, CNA #1 lifted the urinary drainage bag off the 
floor and suspended it from the right front hook 
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(as one would stand in front of and facing the 
resident) on the lift arm of the Hoyer At that 
point, the drainage bag tubing was pulled taut and 
the bag itself was at least 2 feet above the 
resident's bladder The family member pointed to 
the taut tubing and CNA#1 quickly remqved the 
drainage bag fronh the· ticiok. At that point; CNA 
#1 placed the urinary drainage bag on the· 
resident's lap where it _stayed until the transfer 
was completed and t~e resident was on the bed. 
After that, CNA #1 placed'the .urinarY dr<Jiri.age·_ . 
bag into a privacy bag·suspended from a r<>ii'On 
the ·bed frame. 

Oh.419i13 at 8:50 a.m., CNA #3.was obsenied in: 
ihe· proGess 6f PrOviding inContinence Car~ for . · · 
Resident #1 0. The resident's un6overed' urinary.· 
drainage bag was noted on the mattress near the 
foot of the bed. About 2 minutes later, the First 
Floor Unit Manager (FFUM) entered the room 
and assisted the CNA. In the process of moving 
the resident up in bed, the urinary drai~age bag 
fE;>IIl9 the floor ne;x.t, to the CNf\. Hqwever, the. 
CNA did. not pick up 'the drainage bag. The 2 s'taff 
continued to provide care to the resident and 
about 1 minute ·later, the FFI,IM asked the CNA, · 
"What fell?" Also, the FFUM walked around the 
bed and said 1'0h!" when she saw the drainage 
bag on the floor. At that point, the CNA picked up 
the drainage bag and placed it back on the 
mattress near the foot of the bed. Then, when the 
cares were completed, the FFUM instructed the 
CNA to sanitize the urinary drainage bag and the 
mattress. · 

At 9:05a.m., CNA#3 confirmed she had 
sanitized Resident #1 D's urinary drainage bag 
after it was on the floor, then on the resident's 

. 
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mattress, without a barr'ier. 

On 4/11113 at 3:30 p.m., the Administrator, AIT, 
· DON, and Nurse Consultant were informed of the 

infection control issues, However, no other 
information or documentation was received from 
"the·facility. 

2. Resident #1 was admitted to the facility on 
1018/1.2, and was readmitted on 1/19/13, with. . 
multiple diagnoses ,including ·systolic heart fairure, 
diabetes,.meili!us, E)nd debiUty and weakness." On 
2/1"9/13, hospice services were started· for 
con9estive heart failure: 

'Resident #1 ·s··s!gnifica~t change MDS · 
assessment, dated:2/21/13 Coded, in part 
* Cognitively intact with a BIMS score of 14; 
* Extensive two person assistance for transfers 
and toileting. 

Resident #1 's Care Plan included the following 
problems and approaches to tho~e problems:· 
* Potential for fnjdry fr6ni faHs related to ' 
generalized weakness and history of falls - "One 
<Jssist with traAsfers." .. 
* Self care deficit related to generalized 
weakness·- "Sei up and cue for ... toileting. Allow 
adequate time to complete and assist only as 
necessary to complete." 

On 4/9/13 at 3:45p.m., CNA#5 was observed 
transferring Resident #1 from bed to a wheelchair 
(w/c) using a gait belt. The CNA then wheeled the 
resident into the restroom where she assisted the 
resident to stand up out of the w/c, pulled down 
the resident's pants and incontinence brief, then 
assisted the resident onto the toilet. The CNA 

FORM CMS-2567(02-99) Previous Versions Obsolete Event 10: Q65K11 

(X2) MULTIP~E CONSTRUCTION 

A BUIL_DING --c7---""7"""~.-~-

B. WING 

STR~ET ADD_RF;:SS .. CITY, STAlE, ZIP c;c:mE . 

11JO NClRTH ALLUMBAUGH STREET 

B.OISE, ID 8~704. ·· 

PRINTED "0412312013 
FORM APPROVED 

OMB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

c 
04112/2013 

. . -~ ... 

10 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACR C::ORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

F 441 ~ 

:- - . - ·:: 

Facility ID: MDS00181 0 lf continuation sheet Page 53 of 59 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTt:RS FOR MEDICARE & MEDICAID SERVICES 

STATE:MENT .OF DEFICIENCIES 
AND. PLAN. OF CQRRECTION 

(XI) PROVIDER/SLWPLIER/CLIA 
IDENT!FI.CATION NUMB_ER 

135098 

NAME OF PROVIDER OR sUPPLIER 

. LfFE CARE CENTER OF VALLEY VIEW 

(X4) 10 
PRt:FIX 

TAG 

SUMMARY STATEMENT OF DEFiCIENCIES 
(EACH DEFICIENCY !ViUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

F 441 Continued From page 53 

removed her gloves, however, she did not 
peliorm any hand hygiene. Then, while she 

; waited for the resident, the CNA straightened the 
resident's bed and the area near the bed. 

i 
i 
At 3:58 p·.m., CNA #5 checked on the resident. 

' The' resident' asked for more time and stated, ''I'm 
doing a BM [bowel· movement]." The CNA 
confirmed the call light was accessible to the . 
resident, then sne ,teft.tne resident:s·room and ·. 
went directly int(l_ anot~er re~idef!t's· room,· · . 
adjace,nt to Re>sident #1 's roo.m. Note: The GNA · 
did not peliortil any type of hand hygiene before 
she .left Resident #1 's r-oom and entered another 
resident's roorri. ·· 

AI approximately 4:02 p.m., Resideni #1 activated 
the restroom call light and y.-ithin a minute, the. 
receptionist responded. A few moments later,­
CNA#5 arrived and the receptionist left. Upon 
entry into the resident's room, the CNA was 
rubbing her hands together and indicated she had 
u_sed l}ang sanitiz~r. T_he Cf'!A put on glqves and 
assiste'd the reside-nt to 'stand: Theh the CNA 
cleansed BM off the resident's rectal area before 
she cleansed t-he resident's scro(um, whicl< could 
have transferred BM to the scrotum. 

On 4111113 at 3:30p.m., the Administrator, AIT, 
DON, and Nurse Consultant were informed of the 
infection control issue. No other information or 
documentation was received from the facility. 

F 514 483.75(1)(1) RES 
SS=E RECORDS-COMPLETE/ACCURATE/ACCESSIB 

LE 

The facility must maintain clinical records on each 
resident in accordance with accepted professional 
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-, standards and practices that are complete; 
' accurately documented; readily accessible; and 
systematically organized. 

i The clinical record must contain sufficient , 
! information to idefltify the resident; a record of the 
! resident's asses-sments; the plan ·of care and 
i services provided; the results of any - . · 
-

1

' preadmission screening conducted by \he State; 
- and progress note'?. . - . · · . · .. : · 
I •--. - .. - -
I 
i·This·REQUIR5MENT is not met as evidenced 

. i by· . 

. 'I B~sed on staff interview aod documentation 
· review !t\~Jas oefermined the· faCiiity failed tq · 
:_ensure t.he informatio-n in the medipal records .I was accurate and complete. This had "the. 

' potential to affect 4 of 15 (#s 1, 2, 4 and 5! 
I sampled residents_ Failing to have accurate 
documentation could create a potential for harm 
when residents are reviewed and the clinical 
picture of the r<;'sident was not accurate. Findings 
inClude:·· · ·.: , ·. · -

1. Resident #2 was admitted to the facility, on 
7/9/07, with diagnoses of late effect 
cerebrovascular dysphasia, diabetes mellitus type 
II, dementia with behavior disturbance, psychosis 
and depressive disorder. 

The most recent quarterly MDS, dated 12/4/12, 
documented the resident: 
* had short term memory problems, 
* had severely impaired decision making skills, 
* required extensive assistance of one to two staff 
for transfers, dressing, toilet use, personal 

I hygiene and bathing_ 
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Otlier Residel_lts Affected 

Other residents could be affected and will 
have Rl1:A docu~entation C<Ompleted on 
meals fluid intake, toiieting and snacks .. . . ' . . . . . 

·. What mea;ures· wiil be put into 
place/systemic changes to prevent 
recurrence 

In-service: nursing staff to ensure RITA 
docume~tation is complete before leaving 
shift. LN to ensure C.N.A. 's complete 
their RITA charting before leaving shift. 
In-service nursing staff to ensure 
documentation of daily weights. 
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*was always incontinent of urine. 

The facility's electronic documentation was 
: reviewed for March 2013 and April2013. There 
1 were multiple areas that did not have 
; documentation. Some examples include:-
Diet · · 

i Breakfast no documentation for 3/1, 4,.9, 10, 17, 
I 19, 24, and 4/8/2013. 
.Lunch no documentation for 3/1, 4, 9.; 10, 13,·17., 

. ) 8, _.24. 2~, 26 and 4iJ .. 4. 7, ah}i H/201~. . ... 
· Dinner no' documentation for 3/3, 10, 13, 17, 20, 

23, 24, 27, 3f and 4/3; 5. 7,'8/2013. · 
Fluid intake: · 
Days· no documentation for 3i1, '4, 9; 1 0,12, 13, 
17;'18, 24, 25; 26/2013. . . . -"· 
Evening no·documentation for 3/3, 6, 10,.11,.1.2, 
1:i. i7. 20, 23, 24, 27, 3o,'31i2P13.: ... 

The DON and consultant were interviewed on 
4/11/13 at 10:00 a.m. and indicated there should 
not be open areas in the electronic charting. 

2. Resident 114 was <ildmitfed t~ the ·facility on 
10/12/12 with diagnoses of intracranial 
hemorrhage, altered f]1ental status, dementia.and 
depressive disorder. 

The most recent quarterly MDS, dated 1/15/13, 
documented the resident: 
* had short and long term memory problems, 
*was severely impaired in decision making skills, 
* required extensive assistance of one to two staff 
for transfers, dressing, toileting, personal hygiene 
and bathing. · 

The facility failed to ensure the RITA 

. 

documentation was complete. Some examples I 
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include: 

. -~ 

! 

Diet: 
Breakfast no documentation for 3/1, 8, 10, 16, 17, 
23, 24 and 4/7/2013. 
Lunch no documentation for 3/1, 8, 10,.11, 12, 13, 
16, 17, 18r 21, 22, 23, 24,27 and 4/7/2013. 
Dinner no documentation for 3/15, 2·1', 23, 24, 29 
and 4/4/2013. 
Fluid int<3ke: . . . 
.Oa.ysnodocumentationfor3/1:, 8, 10, 11, 16, 17, 
18, 22.. 23,_24, E!_nq.27{20t$.. . . · .. . . 
Eyening no docuriieritation·for ·3/3:.6, 1:3, 18; 19, 
21, 23,. 24, 27, 29, and 3112013. · 

.. 
The DON and consultant were interviewed on . 
. 4/11/~ 3.at 10:oo'.il.m:and· indicated. there should .. 
not be.cipen areas in the electronic charting. . . . . . . ' . .' ... ·· ·, 

! 3. Resident #1 was admitted to the facility on 
110/8112, and was reEjdmitted on 1/19113, with 

I. multiple diagnoses inc[udjng systplic heart failure, 
.diabetes riiellitus,'arid.debiiit}r and weakness. on· 
I 2/19113, hospice services were started for 
·I congestive heart failure.. . · 
' . . 
I 

1· Resident #1 's significant change MDS 
! assessment, dated 2121/13 coded, in part: 
i * Cognitively intact with a BIMS score of 14. 

! The resident's April 2013 recapitulation of 
I Physician Orders included the order, "Weight 
! resident at same time, on same scale, with 
I similar (sic] clothes and record Daily." The order 
1 was dated 1/19113. 

I The resident's Care Plan included the problem, 

' 
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i "Alteration i~ nutrition ... " One approach, "Weigh 
1 monthly" was added 2/26/13. 

; Per interview with the First Floor Unit Manager 
! (FFUM) on 4/10/11 at 11:40 a.m., daily weights 

.: should have been remove.d from the 4/13 
i Physician O;der. S~e stated it was changed to· 
i monthly after the resident elected the hospice 
1 benefit _. 
i· . . ~ . . I Al;;;p,: thl;' facility'$ l;ll('lc!r()nic; docum('ntation w;es 
! reviewed for March 2013 and April 2013. There 
,

1

. were multiple.an=as that did not. have . 
docume~tation. Some .examples incluqe: . 

, Diet: · . · · . · · · 
. -!Breakfast- 3!5 and 3/27/1.3. · 

I Lunch., 3i5; 3/1Q:, and 3/27113: · 

I 
Dinner- 318/13. · _ · 
Snacks:·- . · · 

. ·. 

I Am- 3/1, 3/2, 3/4 through 3/12, 3/14 through 
i 3/16, 3/18 through 3/23, 3/25, 3/27, 3/29, 3/30, 
! 4/1, 4/3 through 4/6, and 4/8/13. 

I 
PM.- 3/3,_ 3/16, 3/18,3/21, ~/2'{., 3/26, 3129,1/1 

· '4/2, 4/5, and 4/8/13. . 
HS- 3/3,3/16, 3/18,3/21, 3/22,3/26, 3/28,4/1, 
4/2, 4/5, and 4/8/13. .. 
Fiuid intake: · 
Days- 3/5 and 3/27/13.' 
Evenings- 3/8/13. 

The DON and consultant were interviewed on 
4/11/13 at 10:00 a.m. and indicated there should 
not be open areas in the electronic charting. 

4. Resident#5 was admitted on 11/01/11 with 
multiple diagnoses including: heart failure, GERD, 
pneumonia, dementia, depression, anxiety 
disorder, and COPD. 
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The facility's electronic documentation, RITA, was 
reviewed for March 2013 and April 2013. 
Resident #5's electronic documentation had 
multiple days without any-documentation on 
various shifts. Examples incll:Jde: 

. . Toileting: .· 
Day Shift.no documentation for 3/9, 3/10, 3114, 
3/25, 3/28,3/30, and 4i6/2013. ' · 
Night Shift oo d.ocurrieritation ·for 3/7; 319, 3/1 O, 

. · 3t-11, 3i1z;· 3116, :v1·9, .3t2z, 3rz~. ·4/1: 4/z, ·4r3, 
4/4, and 4/5/2013 .. 

. ·- .. 
Diet:: ·. 

·-srea!<fast no documentation· for 3/1', 3/1'Q,"3/16, 
311-7, 3/22, 3/23, 3/44, Mj, ahd,417/2013. . . 
lu~ch no documentatiOQ for 311, 3/5, 3/S, 3/10, 
3/11, 3/12, 3/13, 3/16, 3/17, 3/18, 3/22, 3/23, 
3/24,3/27, 3/31,4/7/2013. 
Dinner no documenting for 3/5, 3/15, and 
4/1/2013. 

Fluid lniake: 
Day Shift no documentation for 3/1, 3/8, 3/10, 
3/11,.3/.16,_3/17, 3/22; 3/23, 3/24, and 4/7/2013. 
Evening Shift no documentation for 3/3, 3/5, 3i15, 
3/18, 3/27, 3/31, and 4/1/2013. 

The DON and consultant were intenviewed on 
4/11113 at 10:00 a.m. and indicated that there 
should not be "holes" in the electronic charting. 
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The Administrative Rules of the Idaho 
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1 Title 03, Chapter 2. 
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! Sherri Case, LSW,QMRP, Team Coordinator. ·· ·. 
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dignity and individuality, including 
privacy in treatment and in care for 

. . .. his personal needs; . ·. . .. , 
This Rule is not met as evidenced by: 
Refer to F1f?4 as it related to privacy during care 
and treatment. . . . . . . . . : . . .. . ·. 
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03. Patient/Resident Protection. 
There is evidence of infection 
control, prevention and surveillance 
in the outcome of care for all 

1 
patients/residents as demonstrated 

I by: · · .. · . 
I This Rule is not met·as evidenced by: 

.I Refer to F441 as it related to infection control 

. . I preventl(ln ·. . . . •·. . .. 

C 696] 02.152 SOCIAL SERVICES 
I . . 
I 152. SOCIAL SERVICES: l The facility shall pro~ide for the 
'j ider~tification of the soci<JI and 
. emotional needs of the · 
· patiBnfs/residents either directly or 
through arrangements with an outside 
resource and shall provide means to 
meet the needs identified. The program 
shall be accomplished by: 
This Rule is not met as evidenced ·by: 
Please refer to F 250 as· it ·addresses the lacitity's 

I 
failure to ensure that social services were 
prol(ided as n!"eQ\ld for a.(esid<;lnt . · · .. . . , . . . . ... - . 
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I 03. Oral Care and Hygiene. The 
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a. Regular oral care. 
This Rule is not met as evidenced by: 
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.. .. 
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facility for expiration .dates and 
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status; religious preference; usual 
occupation; Social Security number; 
branch and dates of military service 
(if applicable); name, address and 
telephone number of nearest relative 
or· responsible person or agency; place 
admitted from; attending physician; 
date and time of admission; and date 
and time of discharge. Final diagnosis 
or cause of death (when applicable), 
condition on discharge, and 
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disposition, signed by the attending 
physician, shall be part of the 
medical record. 

This Rule is not met as evidenced by: 
Based on closed record review and staff 
interview, the facility failed to ensure a cause of 
death was incluEieEI in 1 of 1 sample residents 
(#18) reviewed for death in the facility. Findings 

! 

' ' 
i 

I 
I 

I · · ·inolud<?d: · · . . ·:. 
. ' 

.. Resident·#.18 was';3dmitteci to the facility on. 
6/19/10, and readmitted on 12/29/12, with 
multiple diagnoses, which included Parkinson's 
disease; coronary artery· disease, ·and diabetes 
mellitus. The resident died in the facility on 
1i1/13. .. . . 

Review of the resident's closed medical record 
revealed the final diagnosis, or cause of death, 
was not documented in the record. 

On 4/11/13 at 10:00 a.m., when asked about 
Resident #18's cause of death, the Medical 
Records Director_stated,."We usually have it but 
the doctor didn.'t fill it oyt. I called his office and 
they are sending that over." . ·. ·: . : ... ·. 

On 4/11/13 at 3:30 p.m., the Administrator, AIT, 
DON, and Nurse Consultant were informed of the 
issue. No other information or documentation was 
received from the facility. 
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Corrective Action for Specific Residents 
and other Residents 
Resident #18: Cause of death is 
documented in the clinical record. 

.Other Residents Affected 

Others residents closed medical record 
could be. affected. Cause of death will be. 
documented in 'the medical r~cord. . 

.. 
What measures will be put into 
place/systemic c~anges to prevent 
recurrence 

.. In-servi~e ~.1edicai rec-ords documenting 
cause of deaili in· the m~dical record~ · 

Monitoring to ensure deficiency does not 
recur 

Audit: discharge record audits on all 
residents who leave facility. 

• I x week q8 weeks 
• lx month q2 months 

.. . . . . .... 
ED and DNS to bring results of audit to 
QAPI meeting. Ongoing-audits to be 
scheduled based on formulated trends. 
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IDA H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Director 

April 30, 2013 

Collin "Serge" Newberry, Administrator 
Life Care Center of Valley View 
1130 North Allumbaugh Street 
Boise, ID 83 704 

Provider#: 135098 

Dear Mr. Newberry: 

DEBRA RANSOM, R.N,R.H.LT., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Baise, lD 83720-0009 
PHONE 20&-334-6626 

FAX 20&-364-1888 

On April12, 2013, a Complaint Investigation survey was conducted at Life Care Center of 
Valley View. Sherri Case, L.S.W., Q.M.R.P., Lorraine Hutton, R.N., Amy Jensen, R.N., Linda 
Kelly, R.N. and Amold Rosling, R.N., Q.M.R.P. conducted the complaint investigation. The 
complaint was investigated in conjunction with the aunual Recertification and State Licensure 
survey. During the survey: 

• Eleven sampled residents were observed and reviewed for care and treatment; including 
personal hygiene and bathing, incontinence care and following physician's orders. 

• Five residents and two family members were individually interviewed regarding care 
issues, staff treatment, nursing care and any concems with the number of direct care staff. 
In addition, a resident group meeting was held and attended by seven residents. 

Residents attending the group meeting were asked about staffing issues, resident care 
issues, bathing and hygiene issues and general nursing care. 

• Incident and Accident reports were reviewed for June 2012 through April 10, 2013. 
• Resident Council minutes were reviewed for December 2012 through April2013. 
• The grievance file was reviewed for June 2012 throughApril8, 2013. 
• The identified resident's closed medical record was reviewed. 
• Multiple staff were interviewed, including the Administrator, Director of Nursing, 

licensed nursing staff and Certified Nurse Aides( CNAs ). 
• Nursing schedules were reviewed and verified for July 15,2012, through August 30, 



Collin "Serge" Newberry, Administrator 
April 30, 2013 
Page 2 of3 

2012, and for three-weeks prior to the survey, which included March 17, 2013, thorough 
April6, 2013. The nursing schedules included licensed nursing staff as well as CNAs. 

The complaint allegations, findings and conclusions are as follows: 

Complaint #IDOOOOS688 

ALLEGATION #1: 

The complainant alleged the identified resident had C-Diff (clostridium difficile ); along with 
open, raw, red blisters in the anal and vaginal areas. Physician's orders of August 4, 2012, were 
not consistently followed; e.g., keeping her brief open, legs apart, genital area open to air, fan on 
in room for circulation, scrupulous frequent cleansing of all urine and fecal material from her 
skin, etc. One week afrer the physician's orders, the resident's bowel movements were still loose, 
frequent and had a sour odor, indicating the likelihood that C-Diff was still present. The sores in 
the anal and vaginal areas were not significantly improving. 

FINDINGS: 

During review of the resident's medical record, it was verified that the resident developed 
perineal and parietal skin issues during her stay at the facility. The resident also developed a 
C-Diff infection with severe diarrhea. The resident's skin condition worsened with the diarrhea. 

The resident's medical record review revealed that nursing staff failed to document that 
physician's orders were followed in relationship with the resident's perineal and perirectal skin 
condition and ordered treatments. ln addition, it was determined that the resident had 
experienced perineal and perirectal skin issues since June 2012, but the facility did not develop 
an individualized care plan that addressed the resident's specific skin issues. The facility was 
cited for the deficient practice of not developing an individualized care plan at F280 and not 
following physician's orders at F309 on the Federal survey report. 

CONCLUSIONS: 
Substantiated. Federal and State deficiencies related to the allegation are cited. 

ALLEGATION #2: 

The complainant documented that multiple employees complained there were serious problems 
at this facility. The problems included; being dangerously understaffed due to; up to six CNAs at 
a time were calling in sick for any given shift, employees quitting, etc. 
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FINDINGS: 

Nursing schedules were reviewed. Nursing hours exceeded the State ofldaho's minimum 
staffing requirements for skilled nursing facilities (nursing homes) for all days reviewed. There 
were no days found, through review of the schedules and interviews with staff that indicated a 
shift (or shifts), on which six staff members called in sick. The facility was able to demonstrate 
that staff who called in sick was generally replaced by another staff member. 

Incident and accident reports for June 2012 through April 10, 2013, demonstrated no acute 
increase in the nun1ber of falls, skin tears or other accidents, which could indicate insufficient 
staffrng. In addition, interviews with current residents and families revealed no concerns with 
care issues related to low staffing. 

CONCLUSIONS: 
Unsubstantiated. Lack of sufficient evidence. 

Based on the findings of the complaint investigation, deficiencies were cited and included on the 
Statement of Deficiencies and Plan of Correction fom1s. No response is necessary to this 
complaint's findings letter, as it will. be addressed in the provider's Plan of Correction. 

If you have questions or concerns regarding our investigation, please contact us at (208) 
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the 
course of our investigation. 

c;?~Jove} 
LORETTA TODD, R.N., Supervisor 
Long Term Care 

LT/dmj 
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HEALTH & \VELFARE 
C.L "BUTCH" OTIER- Governor 
RICHARD M. ARMSTRONG- Director 

May 9, 2013 

Collin "Serge" Newberry, Administrator 
Life Care Center of Valley View 
1130 North A.llumbaugh Street 
Boise, ID 83 704 

Provider #: 13 5098 

Dear Mr. Newberry: 

DEBRA RANSOM, R.N.RH.l.T, Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P .0. Box 83720 

Boise, ID 83720-0009 
PHONE 208~334-5626 

FAX 20&-364-1888 

On April12, 2013, a Complaint Investigation survey was conducted at Life Care Center of Valley View. 
Sherri Case, L.S.W., Q.M.R.P., Lorraine Hutton, R.N., Amy Jensen, R.N., Linda Kelly, R.N. and Arnold 
Rosling, R.N., Q.M.R.P. conducted the complaint investigation. The complaint was investigated in 
conjunction with the annual Recertification and State Licensure survey. During the survey: 

• Sixteen sampled residents were reviewed for care and treatment. This included the eight residents 
identified in the complaint. 

• Five residents and two family members were individually interviewed regarding care issues; staff 
treatment; privacy, dignity and/or respect issues and nursing care. In addition, a resident group 
meeting was held and attended by seven residents. Residents attending the group meeting were 
asked about staffing issues; resident care issues; privacy, dignity and/or respect issues, as well as 
general nursing care. 

• Incident and Accident reports were reviewed for June 20 I 2 through April I 0, 20 13. 
• Resident Council minutes were reviewed for December 2012 through April 20I 3. 
• The grievance files were reviewed for June 2012 through April 8, 2013. 
• Multiple staff were interviewed, including the Administrator, Director of Nursing, Licensed Nursing 

staff and Certified Nurse Aides (CNA) staff 

Please note that the review and sharing of resident's information is governed by privacy regulations 
under HIPP A (Health Information Portability and Accountability Act). Because of these requirements, 
very little specific information on residents can be shared with people other than those who have a legal 
right to the information. 
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To protect each residents' privacy, the complainant's substantiated concerns will be referenced to a 
citation (F Tag) in the Federal Survey Report (CMS-2567) dated Aprill2, 2013. If a concern was not 
substantiated, this letter will briefly state why it was not substantiated, but no specific details on 
residents will be provided. 

The complaint allegations, findings and conclusions are as follows: 

Complaint #ID00005714 

ALLEGATION #1: 

The complainant stated an identified resident did not receive physician's ordered hemorrhoid treatments 
twice per day. 

In addition, the same resident received too much constipation medication, as evidenced by the resident 
having loose, liquid bowel movements (BMs) about three to four times a day. Sometimes the resident's 
clothes would have to be changed due to how liquid the BMs were. Licensed nursing staff did not 
respond to concerns regarding the diarrhea. 

FINTIINGS: 

The complainant's concerns, thai an identified resident did not consistently receive physician's ordered 
hemorrhoid care was substantiated, based on review of physician's orders, medication administration 
records and nurse's notes for the months of July 2012 through September 2012 as well as resident's and 
staff interviews. The facility was cited for not following physician's orders. Please refer to F309 on the 
April 12,2013, Federal CMS-2567 report. 

The concern that the san1e identified resident had frequent bouts of liquid stools that nursing staff did not 
respond to could not be substantiated, based on review of medication administration records, nurses 
note's and CNA documentation oftoileting and incontinence care for the months of July 2012 through 
September 2012. 

CONCLUSIONS: 
Substantiated. Federal and State deficiencies related to the allegation are cited. 

ALLEGATION #2: 

The complainant stated that when residents have to have their blood glucose levels checked before 
breakfast, the licensed practical nurses (LPNs) do the blood glucose checks in the dining room, in front 
of other residents, while residents are waiting for breakfast to be served. The LPNs also give insulin 
injections in the dining room during the breakfast meal, in front of all residents who are dining. 
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The complainant identified three residents who received their glucose checks and/or insulin in public 
places. 

FINDINGS: 

Interviews with residents and family members substantiated that LPN staff did, at times, do blood 
glucose checks and give insulin in public areas. The facility was cited for not maintaining resident's 
privacy during medical treatments. Please refer to F164 on the April 12, 2013, Federal CMS-2567 
report. 

CONCLUSIONS: 
Substantiated. Federal and State deficiencies related to the allegation are cited. 

ALLEGATION #3: 

The complainant stated that the facility's licensed nursing staff has left an identified resident's 
medications at the bedside when the resident eats in his/her room. When the resident eats in the dining 
room, the medications were left on the table where the resident sits. 

The Licensed Nurses (LNs) dispense resident's medications into a medication cup and places the 
medications on the table where the residents are seated. The LNs tell the residents to take their 
medications and before watching the residents swallow the medications, they go on to another resident 
and do the same thing. There have been numerous occasions, when the residents spilled their 
medications on the floor. For example, one day, an identified staff member picked up four pills that 
were under the table for two female residents. 

FINDINGS: 

It was determined during residents' interviews, staff interviews and records review, that the resident 
identified as having medications left on her tray table and/or by her food in the dining room had been 
assessed by the interdisciplinary team to be safe and able to self-administer medications. In this 
situation, it would be an acceptable practice for licensed nursing staff to leave the medications by the 
resident's food during meal times. 

Housekeeping staff were interviewed for both the upstairs and downstairs dining rooms. The 
housekeepers were asked if they had found medications on dining room floors when they cleaned up 
after meals. One of the housekeepers stated that "several" months ago she found pills lying under the 
table, on the floor, in the dining room on the second floor. She told the nurse about the medications. 
The nurse picked them up and threw the medications away. Other than on this occasion, the 
housekeeper stated she has not found medications on the dining room floors or on the floors in residents' 
rooms. The second housekeeper said that she had never found medications on the dining room floor or 
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in the residents' rooms. 

Although the specifics of the complaint could not be substantiated, eye medications were observed lying 
at a resident's bedside during the survey. The resident was not able to self-administer medications, and 
the medication nurse who was interviewed regarding the medications indicated the eye medications 
should not have been left at the resident's bedside. The facility was cited for failure to store medications 
properly. Please refer to F431 on the April12, 2013, Federal CMS-2567 report. 

CONCLUSIONS: 
Substantiated. Federal and State deficiencies related to the allegation are cited. 

ALLEGATION #4: 

The complainant stated that another identified resident stopped receiving her medications because 
licensed nursing staff could not get the resident to take medications from them. When licensed nurses 
were told by CNA staff that the resident might take the medications if they were put in yogurt, some 
licensed nursing staff refused to try it 

FINDINGS: 

It was determined through review of the resident's medical record for July 2012 through September 
2012, interviews with staff and observation of meals and medication administration during the survey, 
that medication changes had been made on the identified resident because of her frequent refusal to take 
oral medications. The medications were offered to the resident in puddings, applesauce and/or yogurt, 
but the resident continued to refuse them. Licensed nursing staff asked for and received an order to 
discontinue many of the resident's medications. The medication changes made were appropriate for the 
identified resident, aod the resident became more cognitively aware aod interactive since the medications 
were discontinued. The resident's care plan addressed her frequent refusal of medications and food and 
provided a variety of interventions for staff to utilize. The resident was observed during three meals and 
a medication pass during the survey. Staff were successful, using the care planned interventions, in 
gerting the resident to eat and take medications. 

CONCLUSIONS: 
Unsubstantiated. Lack of sufficient evidence. 

ALLEGATION #5: 

The complainant stated that another identified resident had liquid stools that smelled like clostridium 
deficile (C-dif). An identified CNA approached a nurse aod asked if the resident had been tested for 
C-dif. The nurse told the identified CNA, " .. .!am a nurse. You do your job, and I will do my job." The 
facility did not have the resident checked for C-dif when the CNA told the nurse about it In addition, 
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another identified CNA told licensed nursing staff that the identified resident needed to be checked for 
C-difbecause that CNA knew that the resident had C-dif. By this time, the resident's peri-area was 
blistered and bleeding, and the resident cried while receiving peri cares. A few days later, the facility 
had the resident checked for C-dif and it came back positive. This happened sometime around July 
2012. 

FINDINGS: 

Review of CNA documentation of bowel movements, review of the identified resident's physicians 
orders, nursing notes and medication administration sheets for July 2012, as well as staff interviews 
revealed no consistent problems with liquid stools until after the resident received bowel care on July 18, 
2012. The CNA documentation indicated the resident had not had a bowel movement for two days (July 
16 and 17, 2012). \Vhen the resident was still having liquid stools on July 20, 2012, the resident's 
physician was notified and the resident was tested for C-dif and placed in isolation precautions. The lab 
verif1ed a diagnosis of C-dif on July 23, 2012, and the resident began antibiotic treatment. No deficient 
practice was found. 

During the investigation of a related complaint regarding the resident's skin issues, it was found that the 
facility did not care plan the resident's identified skin issues nor did they follow physician's orders to 
help resolve those issues. The facility was cited at F280 and F309. Please refer to the Federal 
CMS-2567 dated April 12, 2013. 

CONCLUSIONS: 
Unsubstantiated. Lack of sufficient evidence. 

Based on the fmdings ofthe complaint investigation, deficiencies were cited and included on the 
Statement of Deficiencies and Plan of Correction forms. No response is necessary to this complaint's 
fmdings letter, as it will be addressed in the provider's Plan of Correction. 

If you have questions or concerns regarding our investigation, please contact us at (208) 334-6626. 
Thank you for the courtesy and cooperation you and your staff extended to us in the course of our 
investigation. 

LORENE KAYSER, L.S.W., Q.M.R.P., Supervisor 
Long Term Care 

LKK/dmj 
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Dear Mr. Newberry: 
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On April12, 2013, a Complaint Investigation survey was conducted at Life Care Center of 
Valley View. Sherri Case, L.S.W., Q.M.R.P., Lorraine Hutton, R.N., Amy Jensen, R.N., Linda 
Kelly, R.N. and Arnold Rosling, R.N., Q.M.R.P. conducted the complaint investigation. The 
complaint was investigated in conjunction with the annual Recertification and State Licensure 
survey on April 5, 2013, through April12, 2013. 

The complaint allegations, findings and conclusions are as follows: 

Complaint #ID00005783 

ALLEGATION #1: 

The complainant stated the facility does not ensure residents are groomed properly. 

FINDINGS: 

Based on resident and staff interviews and review of documentation of grooming, the complaint 
was substantiated and the facility was cited at F312. 

CONCLUSIONS: 
Substantiated. Federal and State deficiencies related to the allegation are cited. 
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ALLEGATION #2: 

The complainant stated clothing is missing and not replaced. 

FINDINGS: 

The surveyors met with eight residents residing at the facility. All eight residents who attended 
the meeting stated there was not an issue with losing clothing or personal property. One resident 
stated that sometimes when clothing was sent to the laundry it would be missing for a short 
while, but the facility would look for the item and it would be returned. 

Additionally, interviews were completed regarding the facility losing resident's clothes or 
personal items with four individual residents and three family members. All stated there was not 
a problem with the facility losing clothing or personal items. 

CONCLUSIONS: 
Unsubstantiated. Lack of sufficient evidence. 

Based on the findings of the complaint investigation, deficiencies were cited and included on the 
Statement of Deficiencies and Plan of Correction forms. No response is necessary to this 
complaint's fmdings letter, as it will be addressed in the provider's Plan of Correction. 

If you have questions or concerns regarding our investigation, please contact us at (208) 
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the 
course of our investigation. 

Sincerely, 

cdi-zv{;(;_:f;d!J 
LORETTA TODD, R.N., Supervisor 
Long Term Care 

LT/dmj 


